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SUDDEN DEAFNESS AND ITS RELATION TO ATHEROSCLEROSIS 


O. Erik Hallberg, M.D., Rochester, Minn. 


UDDEN DEAFNESS can and does strike 

suddenly like the proverbial “bolt out of 

the blue” and like it too is almost always 

accompanied by a roaring tinnitus. Occa- 
sionally a person who can hear adequately when 
he goes to bed cannot hear on awakening. Such 
sudden deafness is alarming for the patient and a 
problem for the physician, especially when the un- 
derlying cause is obscure. One aspect of the prob- 
lem, the vascular, is the main thesis of this paper, 
but first a brief comment on sudden deafness of 
obscure origin and the conditions which may 
cause it. Sudden deafness of more or less obvious 
cause, such as injuries and local infections, will not 
be discussed. 

My remarks are based on experience with patients 
and on a study of the records of 178 patients with 
sudden deafness of obscure origin who were seen 
at the Mayo Clinic in the five years from 1949 to 
1953 inclusive. A detailed report of this study on 
these patients has been published.’ 

All patients with sudden deafness of no apparent 
cause, so far as I have seen them, have had percep- 
tive deafness, mostly of the end-organ type with 
different degrees of recruitment. In one patient the 
deafness was of a nerve type with conspicuous ab- 
sence of recruitment. This patient was found to 
have a cerebellopontile angle tumor. The deafness 
may vary greatly from total loss of hearing to a 
slight dip involving only one or two frequencies. 

Since deafness is seldom, if ever, associated with 
fatal diseases, definite pathological information has 
not been obtained. However, on a hypothetical basis 
several conditions or diseases may play a definite 





A study of 178 cases of sudden deafness 
of obscure origin led to the classification of 
89 cases as having probably a vascular ex- 
planation. Of the 89 cases, 30% were in the 
20-to-30-year age group; since less than 4 % 
of all cases of angina pectoris fall within this 
group, these two conditions differ markedly 
in their age distribution. More intensive study 
of the 27 patients in this group revealed that 
3 had had vascular accidents in other parts 
of the body. Four whose blood was tested for 
cholesterol, fatty acids, and total lipids gave 
high-normal or supernormal values strongly 
suggesting atherosclerosis. Two case histories 
given in detail illustrate the evidence that the 
sudden deafness was probably caused by 
vascular accidents involving the blood supply 
to the internal ear. Patients with sudden deaf- 
ness of obscure origin should therefore be 
examined with the possibility of atherosclero- 
sis in mind, so that appropriate treatment can 
be instituted. 











part even though the evidence as to their relation- 
ship is indirect. These briefly are (1) Méniére’s 
disease; (2) toxic involvement of the labyrinth or 
neuritis of the eighth cranial nerve from systemic 
disease; (3) severe emotional upsets; (4) anaphy]- 
actic phenomenon; (5) intracranial lesions, and (6) 
thrombosis, embolism, spasm, sludging, or other 
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conditions of or in the vessels carrying blood to the 
labyrinth. The deafness of Méniére’s disease is oc- 
casionally bilateral; it often fluctuates a great deal 
and is almost always associated with dizzy spells. 
Repeated examinations are required in order to 
make a diagnosis. Sudden deafness associated with 
systemic disease is rare, and often bilateral. The 
anaphylactic phenomenon responsible for deafness 
may be the result of injection of vaccine, and in two 
patients seen at the clinic the sting of a bee seemed 
to be responsible. Sudden deafness of psychogenic 
origin seems to be extremely rare but cannot be 
ruled out, and sudden deafness due to intracranial 
or cord lesions such as cerebellopontile angle tumors 
and multiple sclerosis has been observed. 


Deafness of Vascular Origin 


Logically it seems likely that sudden deafness may 
often be of vascular origin, and the vascular supply 
of the labyrinth is such that a thrombus, hemor- 
rhage, or vasospasm could affect the entire auditory 
sense organ or only part of it and produce sudden 
deafness. 

In my study of 178 cases of sudden deafness of 
obscure origin, I classified 89 cases as of vascular 
origin, probably from a vascular accident. This was 
done after repeated examinations and the ruling 
out of other possible conditions and also on com- 
parison with other cases in the whole group. The 
diagnosis is difficult, but certain symptoms and signs 
are suggestive of a vascular accident or a lesion in 
the vessels. 

A history of a sudden attack of deafness with 
tinnitus in one ear with or without dizziness is sug- 
gestive of a vascular accident, especially when the 
deafness is total and permanent. True vertigo may 
or may not be associated with the deafness. Should 
it occur, it may come on at the same time, precede 
the deafness, or come later. 

In many patients it is impossible to tell at the 
time the patient is first seen whether the condition 
is to be classified as due to a vascular accident or to 
Méniére’s disease of sudden onset. Repeated exami- 
nations may be necessary. If the deafness is bilater- 
al, Méniére’s disease of sudden onset must be sus- 
pected, as it seems unlikely that vascular accidents 
would occur in both ears at the same time. 

Kobrak * stressed that hemorrhage always should 
be suspected whenever deafness develops suddenly 
even if there are no signs of hemorrhagic diathesis. 
If the damage is reversible, transient vasospasms 
and sludging of blood may be an important factor. 
Occasionally patients have one severe dizzy spell 
without any deafness. In such patients caloric tests 
often, but not always, reveal a nonfunctioning equi- 
libratory labyrinth on one side. It seems reasonable 
to assume that in these cases a vascular accident 
may have involved the vestibular branch of the in- 
ternal auditory artery only. 
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A close look at these cases discloses other features 
which are compatible with a diagnosis of vascular 
accident. Of the 89 patients in the group studied 
from 1949 through 1953 who had sudden deafness 
which seemed to be due to a vascular accident, 
about 36% were totally deaf. Of those who had 
audiograms, 36% had flat curves involving all fre- 
quencies. In 19% the high tones were mainly in- 
volved and in 4.5% the low tones only were affected. 
In another 4.5% the deafness was of an island type. 
In about half of the cases, deafness and tinnitus 
were the only symptoms. In the other half the deaf- 
ness was associated with varying degrees of dizzi- 
ness, nausea, and vomiting. The caloric test revealed 
a varying degree of hypoactivity on the side of deaf- 
ness. About a fourth had various degrees of hyper- 
tension, arteriosclerosis, or both with hypertensive 
changes in the ocular fundi. 

Forty-three were males and 46 were females. The 
majority of cases occurred in the older age group, 
and the age incidence compared fairly well with 
that of coronary occlusion. Parker and his associ- 
ates ° found that 85% of their 3,400 patients with 
angina pectoris were from 40 to 69 years of age, 
and 64.1% of the 89 patients with sudden deafness 
of vascular origin in my series were in the same age 
group. However, there was one discrepancy: only 
3.6% of the patients with angina pectoris were 20 to 
39 years of age, but 30.3% of the 89 patients with 
vascular type of deafness were in this age group. 


Further Evidence for Possibility of 
Atherosclerotic Changes 


In order to scrutinize this discrepancy an addi- 
tional study of the 27 deaf patients in the group 
who were 20 to 39 years of age has been made, and 
some significant findings have come to light. Nine- 
teen of these patients were males. Three of these 
27 patients have had vascular accidents elsewhere 
in the body. In one man, 31 years of age, an infarct 
developed in the brain stem 10 years after the onset 
of deafness; in the second, a 35-year-old man, coro- 
nary occlusion occurred 2 years after the deafness 
began; and in the third, a 39-year-old man, angina 
developed one year after the onset of sudden deaf- 
ness. 

Because of these findings I began to suspect that 
early atherosclerotic changes in the labyrinthine 
vessels with changes in the blood supply might be 
responsible for the deafness. The fact that the 
branches of the internal auditory artery are end- 
arteries so that even minor vascular changes might 
cause early symptoms made this idea seem worth 
pursuing. 

During the last half of 1956 and up to February, 
1957, four patients with sudden deafness were thor- 
oughly checked. They all had audiograms and loud- 
ness balance and speech reception tests, and the 
blood of all was tested for cholesterol, fatty acids, 
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and total lipids. The values for cholesterol ranged 
from a high normal of 190 mg. per 100 cc. of plasma 
to as high as 300 mg. (normal: 150 to 250 mg. per 
100 cc. of plasma). Values for fatty acids ranged 
from 399 to 444 mg. (normal: 250 to 400 mg. per 
100 cc. of plasma), and for total lipids from 595 to 
749 mg. (normal: 400 to 659 mg. per 100 cc. of 
plasma ). I am reporting in more detail two of these 
cases which are rather typical. 


Report of Cases 


Case 1.—In 1952, a 52-year-old mechanic, on going to 
fire his furnace, had an instant of spinning vertigo and then 
fell unconscious for a few seconds. He was all right after a 
few minutes. He went to work and during the forenoon had 
two more spells of spinning vertigo with vomiting. He was 
at home 3 days, in the hospital 10 days, and incapacitated 
for 2 more weeks. He felt all right when lying still, but 
postural change caused vertigo. He did not have headache, 
diplopia, or paresthesia. He became suddenly deaf in the 
right ear with the last attack of severe vertigo. He has had 
occasional postural dizziness since that time. 

The main reason for his coming to the clinic in February, 
1957, was pain across the chest, which he had noticed for 
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2-15-57 
Hearing in left eor 
soon ofter the 
hearing loss 


about one and one-half years. This feeling of pressure was 
not necessarily related to exertion. He had a moderately 
heavy intake of fats. 

Examination of the ears revealed normal drumheads. 
Hearing was normal on the left side and total deafness was 
present on the right. There was no nystagmus, and corneal 
reflexes were intact. Caloric tests revealed a hypoactive right 
labyrinth. 

The general clinical examination was not remarkable. 
Electrocardiographic tracings were normal and so was the 
heart. Blood pressure was 110 mm. Hg systolic and 70 
diastolic. Examination of the ocular fundi revealed minimal 
narrowing and sclerosis of arterioles. The concentration of 
cholesterol in the blood was checked twice; both times it 
was 305 mg. per 100 cc. of plasma. Values for fatty acids 
were 398 and 444 mg. and for total lipids 703 and 749 mg. 
per 100 cc. of plasma. Because of these findings the internist 
felt that the patient had atherosclerotic disease. 


Case 2.—The other patient, a physician, aged 40 years, 
suddenly noted a blurred sensation in the hearing on the 
left on Feb. 15, 1957. He had no cold in the head, dizziness, 
or vertigo. He felt that there was fluid in the ear. He was 
unable to use the telephone on the left ear because sound 
gg distorted. He had taken 10 mg. of compazine on 

eb. 13. 


2-16-57 
Heoring the next day 


Audiograms in case 2. X=left, O=right, _-=A.C., -_.._=B.C. 
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Examination of the ears, nose, and throat at the clinic on 
the same day was objectively negative, and no fluid was 
found in the middle ear. The audiogram, however, indi- 
cated a sharp island loss of hearing at 2,000 cps on the left. 

Recent general examination had given essentially negative 
results except for rather high levels for blood fats. The con- 
centration of cholesterol was 190 mg., of fatty acids 405 mg., 
and of total lipids 595 mg. per 100 cc. The treatment for the 
deafness consisted of administration of vasodilators and anti- 
cholinergic drugs, and use of a diet low in fat. The patient 
was given 200 mg. of nicotinic acid four times a day, 20 
minutes before meals and at bedtime, and propantheline 
(Probanthine) 0.015 Gm. every four hours. On Feb. 16 he 
had a deep flush from 200 mg. of nicotinic acid and a 
dry mouth and blurred vision from the propantheline. The 
audiogram on this date revealed marked improvement of 
hearing at 2,000 cps. On Feb. 22 the hearing was up to the 
15-decibel level at 2,000 and 4,000 cps. The patient was ad- 
vised to continue to take nicotinic acid (300 mg. four times 
a day) and to reduce the dose of propantheline to 15 mg. 
every six hours. Hearing returned to normal in two weeks 
(see figure). This change possibly indicates that vasospasm 
rather than occlusive lesion was responsible. 


Judging from these findings it certainly seems 
that sudden deafness might be a forerunner for 
possible vascular accidents elsewhere in the body. 















2-28-57 
Hearing has returned 
to normal 


Treatment of Vascular Type of Deafness 


The results of treatment of sudden deafness of 
vascular origin have all in all been disappointing; 
the main reason could be that most patients present 
themselves late for treatment. The continued use of 
nicotinic acid in high dosage seems to be most bene- 
ficial, both for its vasodilating effect and also for 
its apparent tendency to reduce the blood choles- 
terol level.* Patients also should be put on a low fat 
diet and should stay on it for the rest of their lives. 
Other methods, now more or less investigative, are 
at hand which make possible the lowering of the 
blood cholesterol level in man.*° Favorable responses 
in the blood lipid pattern can be effected by a diet 
low in fat, by the addition of unsaturated vegetable 
oils to the diet, and by the administration of such 
agents as plant sterols, estrogens, and heparin. 
These regimens have been reported to result in an 
improvement in the survival rate of persons who 
have previously had coronary occlusion. 
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Comment 


As was stressed by Lindsay and Zuidema,° the 
sudden onset, the single attack only, and the often 
permanent loss of function are sufficient to differ- 
entiate sudden deafness of vascular origin from 
Méniére’s disease. If, however, the patient is seen 
shortly after the attack a definite diagnosis cannot 
be made. These patients deserve a careful examina- 
tion which should include a check on blood choles- 
terol, total lipids, and fatty acids. 

It is possible that even transient episodes of un- 
explained dizziness might be a warning of future 
more severe vascular involvement. Much further 
study will have to be done in order to prove or dis- 
prove such a contention. 


Summary 

The most common cause of sudden deafness is 
thought to be vascular accident involving the blood 
supply to the cochlea, equilibratory labyrinth, or 
both. There is some evidence to show that patients 
so afflicted are more susceptible than the average 
patient to the development of other types of vascu- 
lar accidents later in life. Therefore, in addition to a 
careful examination of the ear, including audio- 
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grams, tests of loudness balance and speech recep- 
tion, a complete general examination, and often also 
a neurological examination are indicated for pa- 
tients who have suddenly become deaf. The general 
examination should include the tests for cholesterol, 
fatty acids, and total lipids in the blood. If these 
are high, the possibility of atherosclerosis must be 
considered. 
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DETERMINATION OF VITAL CAPACITY AND 
MAXIMAL BREATHING CAPACITY 


SIMPLE, INEXPENSIVE METHOD FOR USE IN NORMAL SUBJECTS AND IN PATIENTS WITH LUNG DISEASE 


Eugene W. Worton, B.A. 


George N. Bedell, M.D., Iowa City 


The determination of vital capacity and maximal 
breathing capacity (MBC), as generally done in 
pulmonary research laboratories, requires equip- 
ment whose size, expense, and complexity places it 
out of the range of the average physician who would 
like to make the measurements clinically. Thus the 
clinical testing of vital capacity and MBC generally 
is not done in the average doctor’s office. Studies 
from the research laboratories indicate that these 
are very useful determinations and for that reason 
should be part of the doctor's armamentarium. We 
have gone about trying to develop methods which 
are satisfactory. The purpose of this paper is to 
present a method for measurement of vital capacity 
and MBC which is so inexpensive, accurate, and 
easy that it can be used in the office of any physician 
who chooses to use it. 





From the Pulmonary Research Laboratory, Department of Internal 
Medicine, State University of Iowa College of Medicine. 





Measurements of vital capacity and maxi- 
mal breathing capacity can be made with 
the help of a gas meter, graduated in liters, 
in place of the usual laboratory spirometer. 
The accuracy of the gas meter, as compared 
with the spirometer, was tested with both 
normal and abnormal subjects, and was 
found sufficient to give useful diagnostic in- 
formation and to help in judging the progress 
of patients with disease of the heart or lungs. 











Method 


The apparatus used in the new method, hence- 
forth called the gas meter method, is as follows: 
a unidirectional transparent mask valve, a rubber 
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mouthpiece, 1 in. in diameter corrugated rubber tub- 
ing (27 in. in length), and a gas meter (see figures). 
While the vital capacity is being measured the sub- 
ject is seated. A noseclip is put on his nose. The 
mouthpiece is placed in the subject’s mouth, and he 
is told to take a maximal inspiration followed by a 
maximal expiration and then to remove the mouth- 
piece. The meter measures the volume of expired 
air. The volume can be read accurately to the near- 
est 10 ml. The dials are read before the mouthpiece 
is placed in the subject's mouth and after it has 
been removed. The difference is the vital capacity. 
No volume correction is made for temperature or 
water vapor. The subject is asked to repeat the test 
three times, and the greatest figure recorded as the 
vital capacity. 

For measurement of the MBC the subject stands 
with a noseclip on his nose. He then puts the mouth- 
piece in his mouth and breathes maximally for 15 
seconds. At the end of 15 seconds he stops and re- 
moves the mouthpiece. Readings are taken before 
the mouthpiece is introduced and after it is re- 
moved. No correction is made for temperature or 


ewe, 5 
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Left, apparatus used in gas meter method which includes 
gas meter, flexible corrugated rubber tubing, transparent 
unidirectional valve, mouthpiece, and nose clip. Right, dials 
on gas meter. Volume can be read to nearest 10 ml. 





water vapor. The subject performs the test three 
times, and the highest reading is taken as the MBC. 

To determine the accuracy of these new methods 
for measuring vital capacity and MBC, we com- 
pared the results with those of standard methods. 
The standard method for measuring the vital capac- 
ity is as follows.’ The subject is seated before a 
Benedict-Roth spirometer from which the soda-lime 
cannister has been removed. The spirometer is flushed 
several times with fresh air. A nose clip is placed 
on the subject’s nose, and a rubber mouthpiece 
that is connected to the apparatus is put into the 
subject’s mouth. The subject is instructed to breathe 
normally for several cycles, and then he is told to 
take a maximal inspiration followed by a maximal 
expiration. The results are recorded on a revolving 
drum. Volumes are corrected to body temperature 
and pressure, saturated (BTPS). The subject re- 
peats this three times, and the highest figure is the 
vital capacity. The standard method for the MBC 
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measurement is as follows.* The apparatus consists 
of a low-resistance valve, a rubber mouthpiece, 1.25- 
in. diameter corrugated rubber tubing (30 in. in 
length), and a Tissot spirometer. This test is done 
with the subject standing. A nose clip is put on the 


TaBLe 1.—Comparison of Measurement on Gas Meter, Bene- 
dict-Roth Spirometer, and Tissot Spirometer of 
Volume, in Liters, of Compressed Air 


Comparison 1 Comparison 2 
= 





i leat 
Gas Meter Benedict-Roth Gas Meter Tissot 
3.87 3.85 30.88 30.69 

3.20 3.42 41.66 41.02 

3.34 3.21 80.75 30.69 

2.92 2.77 40.68 41.02 

4.08 4.14 30.66 30.79 

Av. 3.48 3.48 34.83 34.84 


subject's nose, the mouthpiece is placed in his 
mouth, and he is asked to breathe maximally for 15 
seconds as timed by the operator with a stop watch. 
The volume is read directly from the scale on the 
Tissot spirometer, and the temperature is read from 
a thermometer placed in the spirometer. The vol- 
ume is then corrected to BTPS. The test is repeated 
three times, and the highest value is the MBC. 

In doing the MBC test (by either method) the 
subject attempts to move the greatest volume of air 
possible in 15 seconds. To do this he must increase 
both rate and depth of respiration. Throughout the 
test the operator instructs and encourages the sub- 
pect to obtain the best possible result. 


Results 


Accuracy of the Gas Meter.—Initial experiments 
were done to determine the accuracy of the gas 
meter. The gas meter was connected in series with 
the Benedict-Roth spirometer. Volumes of oxygen 
from a compressed air tank were run through the 
gas meter into the Benedict-Roth spirometer. A 
comparison of the volumes measured by these two 
instruments is shown in table 1. Mean values were 
3.48 liters for the gas meter and 3.48 liters for the 
Benedict-Roth spirometer. 

Next, the above experiment was repeated with 
the gas meter placed in series with the Tissot spirom- 
eter. Mean values were 34.84 liters for the Tissot 
spirometer and 34.83 liters for the gas meter (table 1). 


TaBLe 2.—Comparison of Measurement on Gas Meter, 
Benedict-Roth Spirometer, and Tissot Spirometer of 
Volume, in Liters, of Alveolar Air 


Comparison 2 


Comparison 1 





—— 








Benedict-Roth Tissot 

—_._ — eed 7 

Gas Meter Uncorrected Corrected Gas Meter Uncorrected Corrected 
3. 3.27 3.52 40.72 41.12 44.35 
3.47 3.3 33 .73 D.79 33.16 
3.35 3.40 3.6 DS »).79 33.16 
3.28 3.33 3. 30.52 30.79 33.16 
3.45 3.31 3. D644 3.79 33.16 
Av. 3.46 3.33 3.38 32.64 32.56 35.39 


Then these experiments were repeated with use 
of expired air from a human subject instead of com- 
pressed oxygen from a tank. This gas was at body 
temperature and saturated when it left the subject's 
alveoli. We were not sure of the temperature by the 
time it reached the gas meter. In table 2 are the 
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recorded values for these experiments. Gas meter 
volumes are uncorrected for temperature or water 
vapor content. Benedict-Roth and Tissot volumes 
are shown both uncorrected and corrected to BTPS. 
In a comparison of the gas meter volumes with the 
Benedict-Roth volumes the following average re- 
sults were obtained: gas meter 3.40 liters, Benedict- 
Roth (uncorrected ) 3.33 liters, and Benedict-Roth 
(corrected ) 3.58 liters. In a comparison of the gas 
meter volumes with Tissot volumes the following 
average results were obtained: gas meter 32.64 
liters, Tissot (uncorrected) 32.86 liters, and Tissot 
(corrected) 35.39 liters. It can be seen from these 
figures that the gas meter volumes more nearly ap- 
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121.8 liters by the gas meter method; the standard 
deviation of the mean of the differences was 15.7 
liters, and the standard error of the mean of the 
differences was 3.5 liters. 

Comparison of the Gas Meter and Standard Meth- 
ods in Patients.—-Measurements of vital capacity and 
MBC were made in 10 patients with lung disease, 
heart disease, obesity, or mediastinal tumor with use 
of the gas meter and standard methods. The subjects 
were eight men and two women who ranged in age 
from 29 to 67 years. The results are shown in table 
4. The mean values for vital capacity were 3.038 
liters by the standard method and 3.228 liters by 
the gas meter method; the standard deviation of 


TaBLe 3.—Comparison of Vital Capacity (VC) and Maximal Breathing Capacity (MBC) Measured by Gas Meter Method and 
by Standard Methods in Twenty Normal Subjects 





a“ 


Case No. 
72 


Se 
M 
M 
M 
M 
M 
M 
M 
M 
M 
M 
F 
F 
F 
F 
F 
F 
F 
F 
F 
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Height, Weight, Standard Gas 
In. Lb. 


VC, Liters 
- 


MBC, Liters/ Min. 
iy aienieapeatethaadedladiivanediaianatenion 
Standard 


— 
Standard 





od 


Method 
Standard Gas Minus 
Method Meter Gas Meter Method Meter Gas Meter 


165 4.86 . : 213.9 163.0 
150 3.97 . . 134.1 129.9 
131 5.30 5. . 158.9 147.3 
185 5.34 5.3 J 156.0 115.5 
195 5.68 z ; 187.5 162.7 

4.61 . . 144.6 

6.09 ’ ‘ 188.9 

5.31 5. ; 170.4 

5.48 5. J 164.5 

5.80 5. y 138.0 

5.13 ¥ 134.1 

4.01 . 136.9 

3.70 J J 136.9 

3.80 J . 100.1 

3.72 J J 87.5 

3.12 . 140.8 

3.39 \ J 105.5 

3.21 . y 83.3 

4.21 . J 144.2 

4.36 - u 100.3 


1.55 f 141.3 





* Standard deviation = 0.3; standard error = 0.07. t Standard deviation = 15.7; standard error = 3.5. 


proximate uncorrected volumes than corrected vol- 
umes, which suggests that expired air is nearly at 
room temperature in the gas meter. 

Comparison of the Gas Meter and Standard Meth- 
ods in Normal Subjects—Measurements of vital 
capacity and MBC were made in 20 normal sub- 
jects with the gas meter and standard methods. The 
subjects included 10 men and 10 women who ranged 
in age from 19 to 34 years. They were doctors, medi- 
cal students, and hospital employees. The results 
are shown in table 3. The mean values for vital 
capacity were 4.55 liters by the standard method 
and 4.54 liters by the gas meter method; the stand- 
ard deviation of the mean of the differences was 
0.3 liters, and the standard error of the mean of the 
differences was 0.07 liters. The mean values for 
MBC were 141.3 liters by the standard method and 


the mean of the differences was 0.241 liters and 
the standard error of the mean of the differences 
was 0.068 liters. The mean values of the MBC were 
49.7 liters by the standard method and 41.3 liters 
by the gas meter method; the standard deviation of 
the mean of the differences was 13.8 liters, and the 
standard error of the mean of the differences was 
4.37 liters. 
Comment 


No volume correction is made for temperature or 
water vapor content of the gas measured by the gas 
meter method. This was done partly for the sake of 
simplicity, an important feature of this method. It 
is thought that expired air within the gas meter is 
somewhere between body temperature and room 
temperature and saturated. In table 2 it can be seen 
that gas meter volumes (expired air) approximate 
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Tissot volumes uncorrected and Benedict-Roth vol- 
umes uncorrected more closely than these volumes 
corrected. We conclude from this that the tempera- 
ture of expired air passing through the gas meter 
approximates room temperature. Therefore, since no 
correction for temperature is made, we expect to get 
results 5-7% below those obtained by use of stand- 
ard methods (which correct expired volumes to 
BTPS). This is a relatively small error and can be 
ignored. 

Vital capacity determinations by the two methods 
in normal subjects and in patients were essentially 
the same. The gas meter method is extremely satis- 
factory for measuring vital capacity. 

Values obtained for MBC by the gas meter meth- 
od were significantly lower in some persons than 
those obtained by the standard method, especially 


TABLE 4.—Comparison of Vital Capacity (VC) and Maximal Breathing Capacity (MBC) Measured by Gas Meter Method and 
by Standard Methods in Ten Patients 








VITAL CAPACITY—WORTON AND BEDELL 1655 





information we do not regard this man as having 
a severe abnormality of one of the various functions 
measured by the MBC. We conclude that the gas 
meter method measured MBC values of 100 liters 
per minute or less with considerable accuracy and 
that values higher than this are measured less ac- 
curately due to resistance in the apparatus which 
exceeds that in the standard apparatus. 


Summary 


A method has been developed for measurement 
of vital capacity and maximal breathing capacity 
(MBC) which is inexpensive, accurate, and simple. 
Vital capacity measured by this method is essential- 
ly the same as vital capacity measured by a standard 
method. MBC measured by this method is essenti- 
ally the same as MBC measured by a standard 





Age, Height, 

Case No. Clinical Diagnosis Yr. Sex In. 
Risccacweeves Obesity 67 M 68 
Rvtesatues Emphysema 5O M 69 
Diseswis nated Emphysema 54 M 67 
Bisictmbanwes Emphysema 61 F 62 
Diviinceiebinbs Bronchiectasis 49 F 65 
_ eee eae ee Emphysema 49 M 71 
Padalteiasineahicd Emphysema 61 M 72 
Dicconsoes wes Rheumatic heart disease 54 M 67 
ee Pulmonie stenosis 29 M 72 
WU sseseadéeds Tumor of posterior mediastinum 52 M 73 

Pe ivctats 









VC, Liters MBC, Liters/ Min. 
r—_—_ —_— —— -_ A - _ 
Standard Standard 
Method Method 
Weight, Standard Gas Minus Standard Gas Minus 
Lb. Method Meter Gas Meter Method Meter Gas Meter 
272 3.385 3.27 0.115 64.4 56.4 8.0 
123 2.473 2.84 —).365 28.7 "6.6 1.1 
130 2.329 2.67 —).340 21.7 19.6 2.1 
RS 2.118 2.03 0.090 26.3 25.4 0.9 
152 2.918 3.19 —).270 46.8 36.0 12.8 
127 1.646 2.30 —0).650 20.4 18.0 24 
115 3.835 3.54 0.295 44.9 38.3 6.6 
158 2.694 2.80 —0.105 37.8 35.9 1.9 
170 5.065 5.12 —0.055 131.1 85.0 46.1 
195 3.919 4.52 —).600 75.2 72.4 2.8 
3.038 3.228 —.189* 49.7 41.3 8.47+t 














deviation = 0.214; standard error =v 





* Standard 





when the standard MBC value is high (over 100 
liters per minute). When the MBC values by the 
standard are 100 liters per minute or less the two 
methods agree well. We believe that the discrep- 
ancy between the two methods is caused by higher 
resistance in the circuit of the gas meter apparatus. 
We have examined our data in an effort to find a 
factor to correct for this, but there is no predictable 
relationship between values obtained by the stand- 
ard method and the gas meter method, The fact 
that MBC values obtained by the gas meter method 
are lower than those obtained by the standard meth- 
od does not invalidate the usefulness of this method 
in making clinical measurement. A low MBC is 
most likely to be measured accurately. Inspection of 
table 4 shows that of the 10 patients studied 9 had 
low MBC. In the patient with the highest MBC 
there was a large discrepancy between the two 
methods. Even so, the lower figure, obtained by the 
gas meter method, represents 60% of the predicted 
normal * MBC for this patient. On the basis of this 


.068. + Standard deviation — 13.8; 


standard error = 4.37. 











method when the volume is less than 100 liters per 
minute. Measurements of higher MBC’s is less ac- 
curate because resistance in the apparatus exceeds 
that in the standard apparatus. 


In the gas meter test, the unidirectional transparent mask 
valve used is manufactured by Thomas A. Edison, Inc., 
Medical Gas Division, Stuyvesant Falls, N. Y., and the gas 
meter is manufactured by American Meter Company, Al- 
bany, N. Y. The low-resistance valve used in the standard 
measurement of maximal breathing capacity is manufactured 
by Hans Rudolf Co., 6010 Sunrise Dr., Mission, Kan., and 
the Tissot spirometer is manufactured by Barnor Products 
Co., Sycamore and Mill roads, Clifton Heights, Pa. (metal 
tubing 1.5 in. in diameter). 
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POSTMATURE PREGNANCY—CLINICAL OBSTETRIC ASPECTS 


Robert E. L. Nesbitt Jr., M.D., Albany, N. Y. 


When pregnancy continues beyond the expected 
date of confinement as calculated by Nagele’s rule, 
it is spoken of as prolonged or protracted preg- 
nancy, postdatism, or overterm pregnancy. The in- 
cidence of prolonged pregnancy of 41 weeks and 
over is 25%; for 42 weeks and over, 10 to 12%; and 
for 43 weeks and over, 3 to 4%. This deviation be- 
yond the mean duration of pregnancy is a concept 
of time and does not necessarily imply the biological 
state of maturity or postmaturity of the fetus. Much 
of the confusion in the vast literature devoted to 
this subject arises from the common belief that 
biological postmaturity of the fetus invariably fol- 
lows protracted gestation. The incidence of fetuses 
showing the clinical and pathological findings of 
advanced placental dysfunction is in the order of 1 
to 2% of viable births. These findings frequently ac- 
company prolonged gestations, but similar ones are 
noted occasionally in fetuses delivered before term 
of mothers with toxemia and other complications. 
The primary factor which determines the biological 
state of the fetus is placental function during the 
last days or weeks of intrauterine life, and this factor 
transcends gestational age and other considerations. 
In the presence of good placental function, pro- 
longed pregnancy may well benefit certain fetuses 
by assuring maturity at birth. Contrariwise, the loss 
of intrauterine nourishment for proper growth and 
development of the fetus may throw the infant on 
its own resources and result in fetal inanition and a 
rather typical clinical picture at birth. 

In spite of obvious limitations in the diagnosis of 
prolonged pregnancy, the date of the last menstrual 
period remains the principal common denominator 
in the selection of cases. The diagnosis of fetal post- 
maturity in utero is even more difficult and is based 
largely upon presumptive clinical signs appearing 
in the course of protracted gestation. Postmature 
pregnancies have a number of clinical features in 
common which are useful to the obstetrician in es- 
tablishing fetal prognosis. Experience has shown 
that the most useful of these are decreases in uterine 
size due to resorption of amniotic fluid, loss of ma- 
ternal fluid, loss of maternal weight at or after term, 
and fetal distress evidenced by meconium-stained 
amniotic fluid. There is a body of clinical and experi- 
mental evidence which points to the fact that these 
findings are caused by a deterioration in the physi- 
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Postmature pregnancies should be allowed 
to continue, especially if signs of placental 
dysfunction are absent. Although the mean 
fetal birth weight in protracted gestations is 
slightly greater than that noted in fetuses 
delivered near term, fear of cephalopelvic 
disproportion is groundless, and the conduct 
of labor should be generally supportive and 
expectant. The increased incidence of com- 
plications of labor in patients destined to 
have protracted gestations is illustrated by 
the observation of 12.8% of cases of con- 
tracted pelvis among 812 postmature de- 
liveries as compared with 7.3% similar cases 
among 6,603 mature deliveries. Fetal distress 
(7.5 vs. 3.7%), uterine inertia (5.5 vs. 
2.6%), prolonged labor (5.0 vs. 2.5%), and 
breech presentation (4.1 vs. 2.8%) are like- 
wise significantly higher in incidence among 
postmature cases. The recognized fetal 
hazard in prolonged gestation must be 
weighed against the dangers of routine and 
often drastic measures taken to prevent 
postmaturity. Cesarean section is preferable 
to oxytocic stimulation and frequently proves 
to be the most conservative measure. Indi- 
vidual appraisal of each case is wiser than 
the adoption of a routine program of man- 
agement. 











ological functions of the placenta with advancing 
maturity. The policy of elective induction of labor 
has evolved in many clinics, based principally on 
the assumption that there is a progressive diminu- 
tion in oxygen content and saturation in the cord 
blood as pregnancy advances beyond term. More- 
over, the high incidence of morbidity and mortality 
in these postmature fetuses and the difficulties en- 
countered in accurate diagnosis of the condition in 
utero have been advanced as principal indications 
for induction of labor as a means of preventing the 
hazards of postmaturity. 

Although the specific causes of prolonged preg- 
nancy are largely speculative, the general consensus 
holds that an inordinately large number of such 
cases are complicated by contraction of the pelvis, 
fetal malpresentation, and fetal anomaly. The in- 
creased incidence of these complications in patients 
destined to have protracted gestations emphasizes 
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the danger of routine induction of labor in unselect- 
ed cases. Furthermore, the inherent dangers of in- 
ducing labor in patients with unfavorable cervices 
are well known. Induced labors in these patients 
are very often associated with uterine inertia or oth- 
er complications of labor. These hazards have partic- 
ular significance when it is noted that the likelihood 
of difficult labor is more than twice as great among 
women with pregnancy protracted to 294 or more 
days than among women who deliver mature infants 
prior to the 42nd week (table 1). 


TaBLE 1.—Incidence of Selected Labor Complications for 
Mature and Postmature Deliveries® 


Mature Postmature Significant 
(6,603 Cases) (812 Cases) Difference in 
—_—-  —_ __ I necidence 
Labor Complication No. % No. % (P<0.05) 
Contracted pelvis ...... 485 7.3 104 12.8 Yes 
Prolonged 2nd stage 
Cie 4" WD asecesccce 333 5.0 53 6.5 No(P—0.06) 
Fetal anomalies ........ 2388 4.3 46 5.7 No(P—0.07) 
Fetal distress .......... 246 3.7 61 7.5 Yes 
Postpartum 
hemorrhage ........... 24 3.8 52 64 Yes 
Uterine inertia .......... 175 2.6 45 5.5 Yes 
Breech presentation .... 183 28 33 4.1 Yes 
Prolonged labor 
GD wilitdccassces 166 2.5 41 5.0 Yes 


* From Nesbitt, R. E. L., Jr.: Obst. & Gynec. 8:157-166 (Aug.) 1956. 


The recognized increased fetal hazard in pro- 
longed gestation must be weighed against the dan- 
gers of routine and often drastic measures to prevent 
postmaturity. There is a threefold increase in the 
postmature perinatal mortality rate over a control 
group of mature cases. While the increase in death 
rate is noted in each category of death, namely, 
fetal before labor, fetal during labor, and neonatal, 
the greatest disproportion occurs in fetal deaths in 
utero during labor, where one notices a near sixfold 
increase in postmature fetal mortality over that 
noted in mature cases (table 2). This finding is in 
keeping with the significant increase in complica- 
tions of labor over the expected incidence noted 
in postmature pregnancies. Twenty-two of 29 post- 
mature perinatal deaths observed in our clinic over 
a four-year period occurred during labor or in the 
neonatal period. Fetuses dying during labor with 
histological findings of anoxic injury, rather than a 
disproportionately high incidence of unexplainable 
fetal deaths before labor, was the principal problem 
encountered. Placental dysfunction may have placed 
many of these fetuses in some degree of jeopardy, 
but complicated labors played a significant role in 
subjecting them to fatal anoxia. Other infants died 
during the early neonatal period from anoxic injury 
in utero or from infection secondary to complica- 
tions of labor. These factom place the emphasis on 
the intelligent management of labor in postmature 
cases rather than in the routine induction of labor 
at an arbitrary week of gestation. Moreover, the 
routine induction of labor near term will inevitably 
lead to the termination of certain pregnancies before 
fetal maturity is reached. 
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Experience in managing postmature pregnancies 
has shown that the fetuses of certain patients are 
more vulnerable to the hazards of placental dys- 
function than others. The maternal factors of age, 
race, and parity have direct bearing upon fetal prog- 
nosis. The relationship is most striking among non- 
white primigravidas over age 25, the perinatal mor- 
tality rate being 12% as compared with 5.8% for 
similar cases under age 25 (table 3). Perinatal mor- 
tality rates for comparable groups are higher in 
primigravidas than in multiparas, in nonwhite than 
in white patients, and, regardless of race and parity, 
higher among women of more than 25 years of age. 

Recognizing postmaturity as a potential problem 
during labor, especially in elderly primigravidas, 
will facilitate the early diagnosis and prompt treat- 
ment of complications. Although the mean fetal 
birth weight in protracted gestations is slightly 
greater than that noted in fetuses delivered near 
term, fear of cephalopelvic disproportion if the preg- 
nancy is allowed to continue is groundless, and the 
risk of fetal death in utero before the onset of labor 
is not substantial. Pregnancy should be allowed to 
continue, especially in the absence of clinical signs 
of placental dysfunction, unless intervention is in- 
dicated by complications other than protracted 
gestation. The principal maternal complication 
which necessitates intervention is toxemia. 

The conduct of labor in patients with protracted 
pregnancy should be generally supportive and ex- 
pectant. Complications of labor should be antici- 
pated and promptly treated if they appear. Anti- 
bacterial drugs should be administered at the first 
suspicion of difficult labor or upon premature rup- 
ture of the membranes. Every effort should be ex- 


Tasie 2.—Perinatal Mortality According to Maturity* 





Maturet Postmature} 
Death Death 
Rate Rate 


Loo Lom 
Type of Mortality Births Deaths Births Births Deaths Births 


ED Gc adntees 608 76 115 S12 2 35.7 


SD iawodadeces 6555 32 49 733 11 14.0 
PE. cmmbssctcisaeus 6,68 44 7 65 S12 18 22.2 
Before labor ...... 618 a! 4.2 #12 7 a4 
During labor ..... 6571 16 24 74 11 13.9 





* From Nesbitt, R. E. L., Jr.: Obst. & Gynec. $:157-16 (Aug.) 154 

* 37-42 weeks, as stated by mother 

3 43 weeks or more gestation, as stated by mother 

§ Perinatal mortality rates by gestational week uncorrected by fetal 
weight are 19 per 1,08) births in mature cases and 42 per 1,000 births in 
postmature cases. 
erted to minimize factors which tend to compound 
hypoxic influences in the fetus. The early signs of 
fetal distress and impaired placental function must 
be looked for. Analgesia should be administered in 
moderation. General anesthesia should be avoided 
if possible because of its depressing effect upon the 
fetus. Successful management of postmature preg- 
nancy necessitates conservative operative techniques 
and, above all, the avoidance of trauma. There is an 
interrelationship between traumatic and anoxic birth 
injury, and difficult deliveries are common antece- 
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dents in both varieties. Intelligent clinical evalua- 
tion, careful observation during labor, and x-ray 
pelvimetry will frequently point out the cases which 
can be more safely handled by cesarean section than 
by the vaginal route, but the individual appraisal of 
each case is wiser than the adoption of a routine 
program of management. 
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when objective signs of placental dysfunction are 
present, or in cases complicated by other conditions 
in which factors inimical to fetal survival already 
exist. 

From the obstetric standpoint, the answer to the 
problem of postmaturity lies first of all in the realiza- 
tion that it exists; and, secondly, in the knowledge 


TaBLE 3.—Perinatal Mortality Rates per 1,000 Births According to Maturity, Race, Parity, and Maternal Age® 





All Ages 
— 


Under 25 25 and Over 


— , 








Mature 


Apating, 
Death 
Rate 
6,600 11.5 


Race and Parity Births 
All cases 
White 
P< ccccebsencpaseeiine ihe taersehenmeediebemnnaht 
Multiparas 
Nonwhite 
PL ccntugn denen aneiitendd viaccess asenatieueapnene 


EE awd cdcnccegignieds senee prin ekiene dageeeknaniaeaes 


2,480 10.1 


2,314 


1,806 
4,794 


IIR tre ook 5 ceewasevebene oseenioupeamned 
IL hc dainidnconedes eed one ti dediual tteuwuddaiets 


Total white 


Births 
812 


1,028 5.8 


77 9.0 


3,508 8.8 
Total nonwhite 14.6 


ae 
Mature Postmature Mature Postmature 


anty aa nn 

Death Death Death Death 

Rate Births Rate Rate Births Rate Births 
35.7 2,626 6.8 26.0 3,974 14.6 466 


—, 
Postmature 
Births 
346 
127 89.4 582 5.2 73 41.1 446 6. 54 
260 23.1 627 4.8 85 00.0 1,853 . 175 


110 81.8 600 5.0 58.8 178 
815 28.6 817 11.0 2 16.7 1,497 


237 59.1 1,182 5.1 49.6 624 
575 1,444 8.3 9.8 3,350 
387 28. 1,209 

1,417 


2,299 
1,675 





* From Nesbitt, R. E. L., Jr.: Obst. & Gynec. 8:157-166 (Aug.) 1956. 


Inadequate progress of labor over a six-to-eight- 
hour period requires careful reappraisal of the case. 
In the presence of uterine inertia or undue protrac- 
tion of labor despite the usual measures of rest and 
hydration, cesarean section is preferable to oxytocin 
stimulation and may well be the most conservative 
method of definitive management. It is an unwise 
policy to temporize for long periods during labor in 


that factors of fetal weight and presentation, placen- 
tal function, type of labor, and maternal age, race, 
and parity have direct bearing upon fetal outcome. 
The use of sound obstetric principles, particularly 
during labor, will succeed in reducing the substan- 
tial perinatal morbidity and mortality in this condi- 
tion without resort to drastic procedures to prevent 
postmaturity. 


the management of elderly primigravidas, especially 47 New Scotland Ave. (8). 


Esophageal Varices.—The most significant characteristic of the natural history of esophageal 
varices which are secondary to cirrhosis is their propensity toward unpredictable dynamic fluc- 
tuations. Varices are constantly changing in diameter and extent, to the point of disappearing 
entirely from time to time. When only spot checks are made and examinations are carried out 
only during the fasting state . . . it is likely that many and major fluctuations pass unrecognized. 
Varices which seem static when observed at long—or even short—intervals may have undergone 
wide variations during the interims. ... During the absorptive period varices are larger than they 
are during the hunger period, merely because of the increased volume of blood that the portal sys- 
tem is obliged to handle. These dynamic variceal fluctuations, particularly the disappearances 
and reappearances, create important practical problems in the management of patients with 
cirrhosis. It is not possible, for instance, to determine even the incidence of esophageal varices 
in cirrhosis. . . . Failure to find varices upon a single esophagoscopic examination gives no as- 
surance that varices are not potentially present, and that hemorrhage from varices is not an 
imminent threat. . . . One does not recommend surgical portal decompression if varices are 
not found, yet a repeat examination only a short while later may reveal severe varices for 
which operation must be urged. These variceal vagaries express themselves in another way: 
there ... [are many] patients . . . for whom portacaval shunt is recommended because of 
large varices and perhaps a history of hemorrhage, but in whom a second preoperative exam- 
ination reveals that the varices have disappeared. This usually engenders a certain degree of 
embarrassment for all concerned, but the results of the present study suggest that, once 
recognized, the indications for portal decompression continue to exist because variceal dis- 
appearance is a temporary phenomenon. Nothing was found to indicate that portal hyper- 
tension which is secondary to cirrhosis ever becomes cured spontaneously.—Lieut. Col. E. D. 
Palmer (MC), On the Natural History of Esophageal Varices Which Are Secondary to Portal 
Cirrhosis, Annals of Internal Medicine, July, 1957. 
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In the April, 1955, issue of the Obstetrical and 
Gynecological Survey our moderator, Dr. Eastman, 
wrote the following editorial comment in part: 
“Spearheaded by the brilliant work of Walker of 
Aberdeen, showing that fetal hypoxia increases pari 
passu with each postdate week, a host of statistics 
have emanated from various British obstetricians, 
which would seem to indicate . . . that allowing a 
gravida to go past term is almost tantamount to 
clamping the umbilical cord in utero.” 

The first oxygen determinations done on the 
blood in the umbilical vessels were reported by 
Blair-Bell in 1928 and Eastman in 1930. The main- 
tenance of an adequate supply of oxygen to the 
fetus depends upon a multitude of factors. There 
must be adequate saturation of the maternal blood 
in a normal circulation so that an adequate diffusion 
pressure may be maintained. The uterine vessels 
and their branches within the substance of the 


OXYGEN LEVELS IN THE POSTMATURE FETUS 


Schuyler G. Kohl, M.D., Brooklyn, N. Y. 










A review of studies relating to fetal oxy- 
gen levels during postmaturity seems to in- 
dicate that the oxygen demand of the fetus 
increases with intrauterine maturity. At the 
same time, animal tests show that blood 
coming from the uterine veins contains pro- 
gressively less oxygen as pregnancy con- 
tinues. The well-oxygenated baby can stand 
the effect of labor of any kind. There is, 
however, some question as to the increased 
incidence of stillbirths due to the oxygen 
deficiency resulting from postmaturity. 
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Fig. 1.—Hemoglobin levels in cord blood of human fetus 
in normal pregnancy. 


uterus must respond normally in their development 
during pregnancy. The placenta and the placental 
site must: maintain a healthy status after their de- 
velopment and in their growth. The layers of the 
villi separating the fetal and maternal circulations 
must function properly. The circulation in the um- 
bilical cord must not be interfered with. Diffusion 
of oxygen from the intervillous space to the fetal 
circulation must proceed without interference. In 
the latter part of pregnancy, the circulation of 
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maternal blood through the placenta is related to 
uterine contractions. Inadequate contractions, pro- 
longed contractions, or hypertonia of the uterus may 
impair the efficiency of this circulation. The circula- 
tion in the fetal vessels is controlled by the fetal 
heart. 

The work of Barcroft and associates upon experi- 
mental animals indicates that the oxygen supply to 
the fetus undergoes changes as the pregnancy prog- 
resses. Oxygen levels in the human fetus (prior to 
the onset of labor) have been studied by several 
investigators. Their results have not been uniform. 

Barcroft and co-workers have shown that the 
blood coming from the uterine veins of normally 
pregnant rabbits contains progressively less oxygen 
as pregnancy continues and that at term it is re- 
duced to 30% saturation. They also pointed out that 
the demand of the fetus for oxygen increases as it 
matures and that the blood in the uterine vessels 
becomes progressively darker. 

The placenta ceases to grow before term is 
reached. There also develops a decrease in the uter- 
ine blood volumes which Reynolds believes is due 
to the increase of intrauterine tension associated 
with growth of the fetus and pressure upon the 
placenta. There is an increased rate of blood flow 
which is not sufficient to offset the decreased vol- 
ume, and therefore the efficiency of the placental 
circulation may be impaired. McCarthy believes 
that this state is partially compensated for by the 
greater affinity of fetal hemoglobin for oxygen. 

Barcroft has studied the oxygen saturation of 
blood drawn from the cranial sinuses of postmature 
rabbits. He has shown that this saturation decreased 
progressively with time. He has felt that the post- 
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mature fetus passed through a period of moderate 
anoxemia to profound anoxemia and death. In the 
presence of increased skeletal development, the 
oxygen demand is greater while its supply is less- 
ening. 
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Fig. 2.—Red blood cell count in cord blood of human fetus 


in normal pregnancy. 





I should like to turn now to the “brilliant work 
of James Walker” and review his findings. Walker 
and Turnbull’ first studied a series of fetuses prior 
to labor. These infants were delivered by cesarean 
section at varying periods of gestation and the oper- 
ations were performed under conduction anesthesia. 
They have demonstrated that, as the pregnancy 


proceeds, there is a steady increase in the red blood 
cell count and the hemoglobin value. At the 38th 
week, these values are 4,2000,000 per cubic milli- 
meter and 15.2 Gm. per 100 cc. of blood respective- 
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were higher (fig. 4), but the levels for placenta 
previa were not elevated. When a fetus exhibited 
fetal distress (fetal heart rate less than 100 per min- 
ute, gross irregularity of the fetal heart, or passage 
of meconium in a presentation other than breech ) 
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Fig. 4.—Hemoglobin levels in cord blood in cases in which 
abortion had threatened earlier in the pregnancy and in 
proved placenta previa. 


the hemoglobin values were within the upper limits 
of normal or higher (fig. 5). 

The values of hemoglobin in cases of toxemia, 
threatened abortion, and fetal distress in which de- 
livery was after the 36th week of gestation were 
compared statistically with those of the patients 
not exhibiting these complications. For each group 
the adjusted mean levels of hemoglobin and red 
blood cells, menstrual age being taken into account, 
were significantly higher than normal (p<0.1). 
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Fig. 3.—Hemoglobin levels in cord blood in preeclampsia. 


ly. At the 43rd week of gestation, they have risen to 
4,830,000 and 18.8 Gm. per 100 cc. respectively (fig. 
1 and 2). The hemoglobin levels attained by week 
of gestation for patients with preeclampsia (fig. 3) 
are higher than the “normals” for the same stage 
of pregnancy. In patients suffering “threatened 
abortion” early in pregnancy, the hemoglobin levels 
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Fig. 5.—Hemoglobin levels in cord blood in cases where 
fetus showed clinical evidence of distress. 


Concurrently with the hemoglobin and red blood 
cell determinations Walker has performed oxygen 
determinations on blood in the umbilical vessels. 
He is convinced that there is an inverse relationship 
between oxygen content in the umbilical vein and 
the hemoglobin value. 
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These values are those of the blood in the umbili- 
cal vein. The difference in oxygen content of the 
vein and artery is 6.2 to 7.5 vol. %. 

Walker’ then performed oxygen studies on the 
cord blood after labor. His purpose was to deter- 
mine if labor had an effect upon the values observed 
prior to labor. Whether the labor was spontaneous 
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Fig. 6.—Percentage saturation with oxygen of blood in 
umbilical vein at spontaneous delivery (without evidence 
of meconium staining). 







and presumably easy or prolonged and/or difficult, 
it appeared that the oxygen saturation levels, as 
well as the oxygen values, were similar (fig. 6 and 
7) and within the range established for the same 
week of gestation prior to labor. Thus it appears 
that labor exerted no effect upon oxygen saturation, 
oxygen content, or oxygen capacity. 

The oxygen levels in a series of cases where the 
fetus had recently passed meconium in labor or 
was found to be covered with meconium were quite 
different (fig. 8). The percentage saturation of the 
blood in the umbilical vein is at or below 32% re- 
gardless of the period of gestation. This is the level 










Taste 1.—Oxygen Values in Fetus According to Week of 
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Oxygen Capacity, Oxygen Content Oxygen 
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* Data from Walker and Turntull.' 





exhibited by most fetuses of 43 weeks’ gestation, 
whether the determination is made before or after 
labor. 

Walker summarizes his “oxygen findings” as fol- 
lows: 1. The oxygen supply to the human fetus in 
a clinically normal pregnancy falls gradually up to 
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the 40th week and rapidly thereafter (75%-30%). 
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2. Most fetuses at 40 weeks are well oxygenated and 
have nearly 100% reserve, but in some the supply 
is low, and the reserve is correspondingly reduced. 


TaBLe 2.—Median Oxygen Saturation by Delivery* 


Oxygen Saturation, 
Vol. % 


Type of Delivery Gestation, Wk. 


DL stcencctacsséesecces 41.0 530.0 
DT in ithigurbibbnbdeksesee 40.5 DA 
Meconium present .............. 43.0 25.8 


- Data from Walker.? 


3. The number of fetuses with a poor oxygen supply 
increases in the next few weeks until, by the 43rd 
week, all fetuses have a low oxygen supply and 
practically no reserve. They are forced to clear all 
oxygen from their blood to obtain enough for their 
resting needs. 4. The well-oxygenated baby can 
stand the effect of labor of any kind without be- 
coming short of oxygen, but the fetus that already 
has a deficient supply is likely to experience defi- 
ciency of oxygen during labor and to declare this 
deficiency by passing meconium. 5. When meconi- 
um is passed, the saturation of the blood in the 
umbilical vein is at or below 30 (32) %, and the 
fetus is not obtaining enough oxygen to survive in- 
definitely. 

These concepts are borne out by Walker's ob- 
servation in his own clinic that the incidence of 
“unexplained fetal distress” increases rapidly as 
term is passed (fig. 9). 
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Fig. 7.—Percentage saturation with oxygen of blood in um- 
bilical vein after prolonged or difficult labor ( without evi- 
dence of meconium staining }. 


Investigation into the perinatal mortality at the 
University of Aberdeen showed that the rate was 
three times as high at 43 weeks as at 40 weeks, be- 
cause of the increase in stillbirths. It is interesting 
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to note that Racker and associates * of Manchester 
have made similar observations. Just by chance, I 
happen to have some like data for the Kings County 
Hospital. 


TasBLe 3.—Fetal Mortality due to Stillbirths*® 


Group Cases, No. Stillbirths, % 
Control (mature at term) 1,229 19(1.54) 
Induced labor 208 3(1.47) 
Postmature 410 19(4.63) 


Days 
261 6(2.31) 


149 13(8.72) 


* Data from Racker and others.* 


TaBLE 4.—Percentage Perinatal Mortality by Period of 
Gestation, King’s County Hospital, 1951-1955 


Deaths, % 
— — 





Cases, ‘Prior to During Neo- et 
Duration of Pregnancy, Wk. No. Labor Labor natal Total 
0.7 0.6 1.5 2.8 
0.7 0.4 1.2 2.3 
2.7 
0.5 14 2.7 
0.4 0.7 1.8 


o4 08 19 

Our incidence of stillbirths in the postmature 
group is 1.4%, while Racker’s is 4.6% and Walker's 
is almost double ours. The reason for this difference 
is not apparent to me. Our data reveal that better 
than 62% of the stillborn postmature fetuses died 
prior to the onset of labor, that this proportion is 
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Fig. 8.—Percentage saturation with oxygen of blood in 
umbilical vein where fetus has recently passed meconium. 


the same for mature stillborn fetuses, and that the 
difference between incidence of stillbirth in mature 
or postdate deliveries is insignificant. The British 
authors indicate that the increased perinatal loss 
associated with postmaturity is due to increased 
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frequency of stillbirths. The nonsignificant differ- 
ence which we show is due to an increase in neo- 
natal deaths. : 

In editorializing upon Daichman and Gold's pa- 
per on “Postdate Labor,” our moderator raised the 
following cogent question, “Where do these deaths 
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Fig. 9.—Incidence of fetal distress of unexplained or un- 
known cause. 


in utero occur? Did they all occur in labor? Or did 
some occur a few days to a few weeks prior to the 
onset of labor?” Our data appear to show that this 
is a pertinent and legitimate question. 

Walker’s work has been questioned by several 
obstetricians, and I depend upon them to raise the 
indicated objections. It appears to me that the two 
separate studies of Walker are in agreement as to 
decrease in oxygen supply to the fetus as pregnancy 
proceeds. Also, his work seems to agree with Bar- 
croft’s animal experiments. I am not a respiratory 
physiologist and do not pretend to be qualifed in 
that field, but statistically Walker’s conclusions ap- 
pear sound. Of course, I reserve the right to retract 
when new evidence, not now available to me, is 
presented. 


451 Clarkson Ave. (3). 


Figures 1, 2, 3, 4, and 5 are reprinted with permission 
from Walker and Turnbull.' Figures 6, 7, 8, and 9 are re- 
printed with permission from Walker.” 
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“There is nothing new except what is forgotten. 
In 1902, Ballantyne * wrote on “The Problem of the 
Postmature Infant” and described the absence of 
lanugo, long nails, abundance of scalp hair, desqua- 
mation, increased subcutaneous fat, and absence of 
red color of the skin which might be found in the 
postmature infant. This clinical syndrome was ap- 
parently forgotten until 1939 when Runge, a Ger- 
man obstetrician, cited by Selander,’ called atten- 
tion to the absence of vernix caseosa, to the brown 
skin, desquamation, and generally dried up and 
atrophied appearance of the postmature infant. 

My own interest was aroused in 1944 when inves- 
tigating the clinical significance of yellow-stained 
vernix caseosa, skin, nails, and umbilical cord, not 
associated with hemolytic disease of newborn in- 
fants, I found 20% of the infants postmature.* Taylor 
and co-workers ° confirmed these findings in 1952 
and reported the incidence of yellow vernix not due 
to hemolytic disease as 12 per 1,000 births. As our 
curiosity concerning this clinical syndrome increased, 
it became a game to observe the newborn babies at 
their initial examination on the ward and, with no 
knowledge of the obstetric history, make a guess as 
to their postmaturity. Reference to the maternal 
record proved the association of this syndrome with 
prolonged pregnancy to be remarkably consistent. 
As our experience increased, it was possible to di- 
vide the clinical findings associated with postmatur- 
ity into three groups according to degree of sever- 
ity, and we developed a hypothesis to explain these 
findings. 

The premature infant possesses a thick layer of 
greasy vernix abundantly covering and protecting its 
delicate skin. By full term, much of the vernix has 
been shed into the amniotic fluid, and in the post- 
mature infant frequently the only evidence of vernix 
remaining is to be found deep in the infant's skin 
folds. The function of the vernix is to protect the 
skin from maceration. In the absence of vernix, 
the maceration of the horny layer of the epider- 
mis may not be evident to the obstetrician at deliv- 
ery and only becomes obvious some hours later 
when the superficial skin layers dry, crack, and peel. 
This desquamation is associated with loss of the 
protection of vernix in prolonged pregnancy but is 
in no way the result of placental dysfunction. 
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PEDIATRIC ASPECTS OF THE PLACENTAL DYSFUNCTION 
SYNDROME IN POSTMATURITY 


Stewart H. Clifford, M.D., Boston 










Prolonged gestation with a normal pla- 
centa presents no pediatric problem unless 
delivery is abnormal or prolonged. Prolonged 
gestation in the presence of placental ab- 
normality is likely to result in either fetal 
death in utero or severe postnatal symptoms 
of anoxic injury to the respiratory and nerv- 
ous systems. Mild (stage 1) placental dysfunc- 
tion is marked by the finding of loss of 
vernix, desquamation, white skin, long nails, 
abundant hair, alert facies, loss of subcu- 
taneous tissue, and an appearance of malnu- 
trition; in the author's experience there has 
been no mortality in this group, but one case 
of severe injury to the nervous system. More 
severe placental dysfunction (stage 2) is 
marked by the finding of meconium in the 
amniotic fluid, with staining of the contiguous 
structures and signs of fetal hypoxia. Per- 
manent damage to the central nervous system 
was frequent in this group; one-third died, 
and only one-third had a normal clinical 
course. The most severe degrees (stage 3) of 
placental dysfunction are marked by a 
change of pigmentation from green to yellow 
and maceration of the skin; intrauterine 
mortality is high because of severe damage 
to nervous and respiratory systems. As many 
as 5% of all pregnancies end on or after 
day 301. Fortunately, the vast majority of 
prolonged pregnancies have adequately 
functioning placentas. 











The Placental Dysfunction Syndrome 


That placental dysfunction may occur in certain 
cases of prolonged pregnancy and produce fetal 
disease has been suggested by a number of ob- 
servations: (1) increase of fetal mortality in post- 
maturity, (2) revelation of degenerative changes 
by histological studies on the senile placenta, (3) 
the relation of placental weight and fetal mortality, 
the mortality being highest at a low absolute and 
relative placental weight, (4) fetal death in the ab- 
sence of any discoverable cause except anoxia, (5) 
unexplained intrauterine fetal distress in postmatur- 
ity, (6) severe undernourishment in postmature 
newborn infants without discoverable cause, and 
(7) evidence of intrauterine anoxia of unknown 
etiology in postmature newborn infants. 
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Some experimental evidence suggests that placen- 
tal dysfunction may occur in prolonged pregnancy: 
(1) demonstration that there is a decrease in the 
permeability of the human placenta in postmatur- 
ity and (2) indication by physiological studies that 
there is a lowered oxygen and an increased hemo- 
globin content in the umbilical vein in postmaturity, 
but these findings have not been confirmed. 

Stage 1.—The infants in stage 1 present the find- 
ings of desquamation, long nails, abundant hair, 
white skin, and alert facies associated with loss of 
vernix and prolongation of intrauterine life, but in 
addition they show evidence of placental dysfunc- 
tion—loss of subcutaneous tissue, the appearance of 
malnutrition. They have been described as being 
long and thin and having an old and worried look, 
with skin too big for their body. 

Stage 2.—Stage 2 is characterized by the changes 
already recorded, but in addition the infants present 
evidence that placental dysfunction has reached the 
stage of having produced intrauterine fetal distress 
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Perinatal mortality by gestational age; primaparas versus 
multiparas. Data from Clifford ® and Lindell.’ 


or hypoxia with the resultant liberation of meconium 
into the amniotic fluid. On rupture of the mem- 
branes, meconium-stained fluid escapes, and the 
placenta, cord, membranes, and infant are stained 
with meconium. 

Stage 3.—The infants reaching stage 3 have 
passed the earlier stages in utero days or weeks be- 
fore eventual birth. After long exposure, the green 
meconium color becomes yellow and stains the 
macerated surface of the skin, what remains of 
the exposed vernix, and the nails. The deeper green 
stained cord and membranes tend to retain the 
deep green color, but with longer exposure these 
too begin to show a yellowish color mixed with the 
dirty green. 

Our records and the findings of others indicate 
that prolongation of pregnancy beyond the expected 
date of confinement is cf common occurrence. Clas- 
sified on the basis of gestational age at birth, 25% 
of all pregnancies end on or after completed day 
287; 12% end on or after day 294; while 5% end on 
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or after day 301.° Fortunately, the vast majority of 
prolonged pregnancies have adequately functioning 
placentas, and the experience may actually be bene- 
ficial to the fetus. It is only in the relatively rare 
situation when postmaturity is accompanied by 
placental dysfunction with or without abnormal 
labor that fetal and neonatal mortality and morbid- 
ity may occur. As Dr. Nesbitt (see this issue, pages 
1656-1658 ) has made clear, postmaturity is a partic- 
ular hazard in the primipara, especially in the elder- 
ly primipara. Lindell * has recently reported a study 
of 46,381 cases in which the perinatal mortality at 
various gestational ages of primiparas and multi- 
paras is compared. The results are a mirror image 
(see figure) of the findings observed in this clinic— 
increasing perinatal mortality with advancing ges- 
tational age in the primipara, with no significant 
increase noted in the multiparas. In our series, 85% 
of the perinatal mortality was in utero. Lindell also 
found 85% of the postmature infant perinatal mor- 
tality in utero, 10% before the onset of labor and 
75% fetal deaths during labor. While this presenta- 
tion is primarily concerned with the live born post- 
mature infants, it must be emphasized that the 
major problem is the loss of postmature infants in 
utero and during delivery. For more information 
on this aspect of the problem, the reader is referred 
to the review by Nesbitt * and my recent monograph 
on postmaturity.° 

Selander*® examined 1,330 infants and found 
some stage of the placental dysfunction syndrome 
in 12%; he quotes Kolonja and Schreiner as finding 
an incidence of 10%. Kunstadter and Schnitz ” 
studied 2,877 infants and found 247 of 294 days 
gestational age or over, of these, 11 “presented 
clinical findings consistent with the syndrome de- 
scribed by Clifford.” However, the authors pointed 
out circumstances that would tend to make their 
incidence low. Taylor and associates ° reported an 
incidence of yellow vernix, not associated with 
hemolytic disease, of 1.2% of all births. 


Clinical Picture 


The clinical findings in the live born infants 
presenting the placental dysfunction syndrome are 
almost entirely those associated with fetal malnu- 
trition, hypoxia, and anoxia. It is important to em- 
phasize that, while this discussion deals with the 
postmature group of infants in whom this syndrome 
occurs with the greatest frequency, placental dys- 
function may occur at any gestational age. It is 
not at all rare to encounter a full-term infant weigh- 
ing 2,500 Gm. (5.5 lb.) or less and presenting the 
typical picture of stage 3 placental dysfunction 
syndrome. 

In the milder, stage 1, syndrome, we have en- 
countered no mortality. It is unusual for these in- 
fants to encounter respiratory distress, but a few 
have exhibited signs of mild intracranial anoxic in- 
jury with nystagmus, tense anterior fontanel, hyper- 
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tonia, and convulsions. One of our infants apparent- 
ly had severe generalized central nervous system 
injury. 

In stage 2, the major clinical problem is the severe 
respiratory syndrome that develops secondary to 
the aspiration of meconium. Thirty-six per cent of 
our infants in this category died, 64% were seriously 
ill, and only a third had a normal clinical course. 
One-half of these infants had severe fetal distress 
and were asphyxiated at birth. Babies in this group 
may also have anoxic type of cental nervous system 
injury. 

The stage 3 live born group have a lower mortal- 
ity (15%) than stage 2, because the seriously in- 
volved babies who go through stage 2 in utero die 
and are stillborn. The clinical picture here is also 
one of severe respiratory distress and central nervous 
system injury. 

From the pediatric point of view, prolonged 
gestation with a normal placenta presents no prob- 
lem unless the delivery is abnormal or prolonged. 
When postmaturity is accompanied by placental 
dysfunction, the fetus and newborn baby may be 
subject to malnutrition, hypoxia, or anoxia and die 
in utero or be born with characteristic findings and 
have its neonatal course complicated by severe 
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respiratory and/or central nervous system symp- 
toms. Postmaturity in the primipara is most likely to 
be accompanied by placental dysfunction. The 
pediatric treatment is the same as that employed in 
other asphyxiated infants. 
1101 Beacon St. (46). 
References 


1. Bertin, Mademoiselle, quoted in Bartlett, J.: Familiar 
Quotations, ed. 13, Boston, Little, Brown & Company, 1955, 
p. 1002. 

2. Ballantyne, J. W.: Problem of Postmature Infants, J. 
Obst. & Gynaec. Brit. Emp. 2521-554 (Dec.) 1902. 

3. Selander, P.: Postmature Infants, Acta pe diat. 43: 
587-591 (Nov.) 1954. : 

4. Clifford, S. H.; Clinical Significance of Yellow Stain- 
ing of Vernix Caseosa, Skin, Nails, and Umbilical Cord of 
Newborn, Am. J. Dis. Child. @9%:327-328 (May) 1945. 

5. Taylor, W. C.; James, J. A.; and Henderson, J. L.: 
Significance of Yellow Vernix in Newborn, Arch. Dis. Child- 
hood 2932442-444 (Oct.) 1952. 

6. Clifford, S. H.: Postmaturity, in Advances in Pediatrics, 
vol. 9, edited by S. Z. Levine, Chicago, Year Book Publish- 
ers, Inc., 1957. 

7. Lindell, A.: Prolonged Pregnancy, Acta obst. et gynec. 
scandinav. 353:136-163, 1956. 

8. Nesbitt, R. E. L., Jr.: Prolongation of Pregnancy: Re- 
view, Obst. & Gynec. Surv. 102311-362 (June) 1955. 

9. Kunstadter, R. H., and Schnitz, S. E.: Postmaturity 
and Placental Dysfunction Syndrome, J. A. M. A. 16121551- 
1555 (Aug. 18) 1956. 





“Xoo 





Obstruction of the duodenum in its third portion 
near the ligament of Treitz is not frequently identi- 
fied; yet it is probably much more common than has 
been suspected in the past.’ The purpose of this 
paper is to report four cases of obstruction of this 
portion of the duodenum due to compression by the 
superior mesenteric root structures. 

The third portion of the duodenum is bounded by 
a baseless triangle. The posterior boundary is made 
up of the vertebra and aorta, and the anterior bound- 
ary is the superior mesenteric root. When the triangle 
becomes narrow, either by compression from its 
front or back boundaries, the duodenum may become 
obstructed. 

The following factors may be present: 1. The 
mesenteric artery may arise from the aorta in an 
unusually low position and present as a tight root 
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DUE TO COMPRESSION 





The causes and symptoms of duodenal ob- 
struction by compression at the superior 
mesenteric root are illustrated by four case 
histories. In two the symptoms were com- 
pletely relieved by side-to-side duodeno- 
jejunostomy. In the other two, it was found 
that barium readily passed the site of ob- 
struction when the patient was in the prone 
position, so that medical management suf- 
ficed; it consisted in complete bed rest, 
elevation of the foot of the bed, assumption 
of the knee-chest position after meals, and 
the wearing of a well-fitting abdominal 


support. 
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which pulls the duodenum inferiorly. ** 2. A mal- 
rotation of the intestine may give rise to a short 
mesentery and peritoneal band, causing extrinsic 
obstruction at the root area. ** ( This is believed to be 
the most common cause of duodenal obstruction in 
infants.” ) 3. A significant loss of weight may cause a 
decrease in the protective fat padding around the 
duodenum which makes a bed for the root vessel. 
Loss of this padding may allow the artery to obstruct 
the duodenum. 4. Lordosis of the spine may cause a 
similar compression by pushing the duodenum for- 
ward, causing it to be compressed by a normally 
positioned mesenteric root. 5, Splanchnoptosis caus- 
ing a drag on the mesentery and other abdominal 
organs may also affect the lumen of the duodenum 
in this area. ** 

The majority of patients are young adults. Females 
are affected three times as frequently as males. The 
typical patient is asthenic with lordosis and splanch- 
noptosis. '” The outstanding manifestation of the 


Fig. 1 (case 1).—Second and third portions of duodenum 
are dilated and obstruction (arrow ) is noted in third part of 
duodenum just anterior to spine at level of superior mes- 
enteric root structures. 


disease is postprandial vomiting, which is often of 
short duration. Acute episodes may be precipitated 
by sudden weight loss brought on by other causes of 
vomiting, e. g., peptic ulcer (as in case 4 reported 
here). This vomiting causes further weight loss, 
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resulting in a vicious cycle. In other cases, caref,] 
questioning may reveal that the condition has existed 
since childhood, * as in cases of abnormally placed 
root vessels or malrotated colon. The vomiting is 


Fig. 2 (case 3).—Film taken of patient in supine position 
demonstrates typical defect of superior mesenteric root com- 
pression. Duodenum is dilated and mucosa is normal. Sharply 
defined site of partial obstruction (arrow ) is easily identified. 


accompanied by epigastric distress and distention of 
the abdomen. In severe cases, even liquids are 
regurgitated. 

The diagnosis of this condition can be made only 
by careful fluoroscopic inspection. Examination of 
the patient in the upright position often shows that 
there is marked retention of secretions in the stom- 
ach. The stomach and duodenal bulb are easily filled 
and usually appear normal, the exception being the 
occasional patient whose syndrome is related to 
vomiting and weight loss due to a peptic ulcer. The 
second portion of the duodenum is dilated * (fig. 1), 
and a churning, to-and-fro peristalsis is frequently 
noted. This is not in itself pathognomonic, ** but, 
coupled with retained secretions, it should alert the 
examiner to the possibility of this condition. 

When the patient is placed in the supine position. 
a positive diagnosis can be made. There is a charac- 
teristic finding of a markedly dilated duodenum with 
a normal mucosa which is obstructed sharply just 
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over the spine at the origin of the superior mesenteric 
structures * (fig. 2). The patient is then placed in a 
prone position, and the area is carefully watched to 
determine whether this will relieve the obstruction. 


Fig. 3 (case 1).—Miller-Abbott tube has been passed 
through site of obstruction. Barium was introduced and ob- 
struction in third portion of duodenum is identified (arrow ). 


This is an important test of the severity of the syn- 
drome. If the obstruction persists, this may indicate 
a rather poor prognosis for medical therapy. In one 
of our patients, we passed a Miller-Abbott tube 
through the duodenum beyond the site of obstruction 
and then introduced barium, which perfectly demon- 
strated the site, size, and nature of the duodenal 
obstruction ( fig. 3 and 4). 

Medical management consists of complete bed 
rest, elevation of the foot of the bed, assumption of 
the knee-chest position after meals, and the wearing 
of a well-fitting abdominal support. The passage of a 
long intestinal tube beyond the point of obstruction 
for feeding purposes has been efficacious in some 
cases. The goal of medical treatment is the deposi- 
tion of fat in the body generally and particularly in 
the mesentery. *” 

If conservative measures fail to relieve the vomit- 
ing, or if frequent exacerbations occur, surgical in- 
tervention is indicated. Complete relief of symptoms 
is usually afforded by a procedure which bypasses 
the point of obstruction. Duodenojejunostomy (as 
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advocated by Bloodgood * in 1907) is preferred to 
gastrojejunostomy because the latter procedure 
sometimes results in marginal peptic ulceration. 


Report of Cases 


Case 1.—A male, aged 18, was admitted to the hospital 
with complaints of cramping abdominal pain and vomiting 
of two days’ duration. He denied any previous similar at- 
tacks. Examination revealed an acutely ill, tall, thin, mod- 
erately dehydrated young man. His temperature was 99.8 F 
(37.7 C), pulse 64 per minute, blood pressure 120/100 mm. 
Hg, and weight 125 lb. (56.7 kg.) The upper part of the 
abdomen was distended and tender. Peristalsis was hyper- 
active. X-ray examination on July 29, 1955, revealed marked 
gastric distention. A series of x-rays of the gastrointestinal 
tract on Aug. 3 showed obstruction in the third portion of 
the duodenum (fig. 1, 3, and 4). A medical regimen was 
attempted, but the patient continued to vomit, and the 
electrolyte balance could not be maintained. On Aug. 5, a 
laparotomy was performed under general anesthesia, with a 
paramesial incision being made on the right. The duodenum 
was exposed, and it was noted that there was almost com- 
plete obstruction, presumably due to compression by the 
superior mesenteric artery. The section of the duodenum 
proximal to the obstruction was thickened and approxi- 
mately three times normal size. A side-to-side duodeno- 
jejunostomy was performed with two layers of sutures. 
Recovery was uneventful. The patient gained 20 lb. (9.1 
kg.) in 30 days after operation. He now eats a regular diet 
and has no complaints. 


Us 


Fig. 4 (case 1).—Spot film demonstrates site, size, and 
nature of duodenal obstruction (arrow) demonstrated in 
figure 3. 


Case 2.—A male, aged 21, was transferred to our hospital 
on Aug. 19, 1955, because of severe vomiting and weight 
loss. An exploratory laparotomy, appendectomy, and _ at- 
tempted cecopexy had been performed elsewhere two weeks 
previously. The postoperative diagnosis was “incomplete 
rotation of the large bowel.” Examination revealed an 
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emaciated, dehydrated young man weighing 97 lb. (44 kg. ). 
On Aug. 24, roentgenographic examination showed complete 
obstruction in the third portion of the duodenum, presum- 
ably extraluminal compression from the superior mesenteric 
root structures. The patient was given liquids only and was 
placed in the Trendelenburg position, but the vomiting con- 
tinued. An attempt to pass the tip of a Miller-Abbott tube 
through the site of obstruction was unsuccessful. After 
restoration of fluid and electrolyte balance, laparotomy was 
performed, on Aug. 27, through a right rectus incision. The 
cecum was mobilized, and a side-to-side duodenojejunostomy 
was performed. On the 11th postoperative day, it was neces- 
sary to reexplore the abdomen for an obstruction of the 
small intestine due to an adhesive band in the pelvis. The 
patient had no further vomiting and was able to eat a 
regular diet two weeks after the second operation. He now 


Fig. 5. (case 2).—Postoperative film reveals promptly func- 
tioning duodenojejunostomy which bypasses mesenteric root 
obstruction (arrow ). 


weighs 145 Ib. (65.8 kg.), a gain of 48 Ib. (21.8 kg.) since 
the operation. He has returned to his regular duties and 
has no complaints. A roentgenographic examination has re- 
vealed a well-functioning duodenojejunostomy (fig. 5). 


Case 3.—A male, aged 17, was first seen in the medical 
clinic on May 18, 1955. History revealed that he had noticed 
vague, burning discomfort in the epigastrium for approxi- 
mately six months. These symptoms had become increasingly 
more severe for four days prior to his examination in the 
medical clinic. An upper gastrointestinal series of x-rays 
revealed gastric retention but no evidence of gastric or duo- 
denal ulceration. Partial obstruction at the duodenojejunal 
junction was noted (fig. 2). Vigorous peristaltic activity in 
the second and third portion of the duodenum proximal to 
the obstruction was seen, but little barium passed the point 
of obstruction until the patient was placed in the prone 
position. In that position barium passed readily into the 
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jejunum. It was the opinion of the radiologist that this was 
characteristic of the superior mesenteric artery syndrome, 
causing partial obstruction in the third portion of the duo- 
denum. 

Because this patient’s symptoms were mild, he was not 
hospitalized. He was instructed to lie down after eating 
whenever discomfort was experienced. He was returned to 
duty and has not subsequently been examined. 


Case 4.—A male, aged 21, was admitted to this hospital 
on March 6, 1956. He had been having symptoms of epi- 
gastric pain and vomiting six days prior to admission. History 
revealed that he had had intermittent epigastric discomfort 
for nearly a year. 

Physical examination revealed a tall, thin, male whose 
weight was 122 lb. (55.3 kg.). His maximum weight had 
been 135 Ib. (61.2 kg.). There was moderate tenderness in 
the epigastrium. The abdomen was not grossly distended, 
and no masses were palpable. Two weeks after admission 
of the patient, an upper gastrointestinal series of x-rays re- 
vealed retained gastric secretions. The duodenal bulb was 
grossly deformed by an active ulcer. The first and second 
portions of the duodenum were dilated, and fluoroscopic 
examination showed definite evidence of obstruction in the 
third portion. Vigorous peristaltic waves were seen in the 
duodenum proximal to the obstruction. When the patient 
was placed in the prone position, the barium was seen to 
pass readily into the jejunum. It was the impression of the 
radiologist that this patient had an active duodenal ulcer 
plus obstruction in the third portion of the duodenum 
typical of superior mesenteric root compression. This patient 
was treated with a medical regimen, and the symptoms were 
completely relieved. 


Summary and Conclusions 


Obstruction of the duodenum due to compression 
by the superior mesenteric root structures is a condi- 
tion not very commonly identified. Yet it should be 
suspected in asthenic patients with vomiting and 
epigastric complaints. Certain radiologic features are 
typical and constant findings and should be readily 
identified. Those patients who do not respond to 
conservative measures require surgical intervention. 
Duodenojejunostomy is the procedure of choice. 


621 Fairchild St., San Antonio, Texas (Major Keegan). 
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Harold Jacobziner, M.D., New York 


No significant changes have occurred in school 
health services and practices in the past 20 years. 
Are the techniques, methods, and procedures util- 
ized in 1937 adequate for the 1957 era? I think not. 
To be attuned with changing times and changing 
needs, to be dynamic, flexible, and virile, the present 
horizon must be widened. New techniques and new 
tools must be employed to keep pace with the rapid 
progress of medicine and public health. 


Evolution of School Health Services 


School health services began 60 years ago, in 
1897, as an inspection and screening service which 
was contagion-centered, for the chief concern was 
control of communicable diseases, which were ramp- 
ant at that time. After communicable diseases were 
brought under control, the emphasis was shifted by 
1910 to case finding or to the finding of defects. 
In the search for defects, the child was almost 
lost in the shuffle. A large number of annual exam- 
inations were done, and the service was defect- 
centered. Then, as a result of evaluation studies with 
a view toward determining how to improve services 
to school-age children, there was a change in con- 
cept and a shift of emphasis from a focus on de- 
fects to the child himself. The emphasis since 1940 
has been on the child as an individual and on his 
total personality. The service has thus become child- 
centered and not merely defect-centered. 

Since maintenance of the child’s health and de- 
velopment of his total personality are not isolated 
incidents but are significantly dependent on the 
health of the family and of the community, the 
school health services must become family-centered 
and family-oriented. It is unwise and impractical to 
view the child as separate from his family and from 
the community of which he is a part.’ Preventive 
and curative services, and particularly health edu- 
cation, counseling, and guidance, must be focused 
on, and directed toward, the child as a member of 
the family unit and not merely on the child within 
the school. The ultimate objective of the school 
health services is to maintain, protect, and promote 
the optimal health—physical, mental, emotional, and 
social—of the school-age child. 


Scope of School Health Team 


In our culture the chief responsibility for obtain- 
ing needed health services is that of the family. The 
family physician (and that includes the physician 
of a prepayment health plan or clinic) is in the most 
strategic position to provide the needed health 
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Maintenance of the child’s health and de- 
velopment of his total personality are not 
isolated incidents but are significantly de- 
pendent on the health of the family and of 
the community; therefore, school health serv- 
ices must become family-centered and family- 
oriented. It is unwise and impractical to view 
the child as separate from his family and 
from the community of which he is a part. 
Preventive and curative services, and par- 
ticularly health education, counseling, and 
guidance, must be focused on, and directed 
toward, the child as a member of the family 
unit and not merely on the child within the 
school. The ultimate objective of the school 
health services is to maintain, protect, and 
promote the optimal health—physical, mental, 
emotional, and social—of the school-age 
child. 

School health services should rightfully 
begin in the preschool period. Periodic con- 
tinuous and intensive health supervision of 
the preschool child affords a golden op- 
portunity for the early detection and correc- 
tion of adverse health conditions in their in- 
cipiency. 

Health services for the adolescent are of 
vital importance, for adolescence is a criti- 
cal period of rapid growth and development. 
Although these services at the high-school 
level are at present neglected or are non- 
existent in many schools, they deserve a 
higher priority than at the elementary-school 
level. The health of the adult depends on the 
health status of the adolescent. 











supervision of the school-age child. He is familiar 
with the family background, culture, traditions, 
quality of parent-child relationship, health habits, 
and attitudes and can thus best provide health 
guidance, counseling follow-up, and treatment, as 
indicated. 

The traditional school health team must be ex- 
panded to include, in addition to the teacher, nurse, 
and school physician, the family physician, dentist, 
social worker, clinical psychologist, psychiatrist, 
vocational guidance counselor, medical specialists, 
and physical and special therapists. These all serve, 
with the family as the focal unit (fig. 1). Coordi- 
nated and well-integrated teamwork is needed to 
provide adequate service and to avoid duplication 
of effort. 
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Early Detection and Correction of 
Remediable Conditions 


Many adverse health conditions, and particularly 
emotional problems relating to school adjustment, 
encountered in the school-age child have their origin 
in early childhood. Last year 22% of all children 


FAMILY EHYSICIAN 
SOCIAL SERVICE 
es 


SCHOOL BHYSICIAN 
NURSE 
TEACHER 


Fig. 1.—School health service team. 


who had been newly admitted to New York City 
schools (155,000) were referred for further medical 
care (fig. 2). At present few preschool children 
receive the benefit of adequate periodic well-child 
supervision. To discover and treat remediable con- 
ditions as early as possible, health services should 
begin in the preschool period. 

Although it is accepted practice for parents to 
take well infants to family physicians, pediatricians, 
or well-baby clinics for periodic checkup, the major- 
ity of these children are withdrawn from such 
supervision after they reach one year of age. They 
somehow “graduate” from well-child supervision 
when they are no longer on formula feeding and 
when they have already received the necessary im- 
munizations. This is an unfortunate practice, since 
it deprives preschool children of urgently needed 
medical services, health guidance, and protection 
during their formative years and during a period of 
rapid growth and development. It may be said, 
parenthetically, that this practice is not limited to 
families on the lower socioeconomic level. 

To insure better health for the school-age child 
and to prevent many avoidable physical and mental 
health problems, physicians and others in the com- 
munity should carry on a persistent and aggressive 
battle to alert parents to the importance of periodic 
health supervision during the preschool period. The 
health appraisal of preschool children should also 
include tests for vision and hearing. Only through 
early detection and prompt treatment before irre- 
versible damage might occur will progressive de- 
terioration be averted. 
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Florence Cunningham, of the National Society for 
the Prevention of Blindness, has reported that 
1,200 out of 20,000 preschool children, or 6% of 
those between 3 and 5 years of age tested by trained 
volunteers in 18 communities, failed the eye-chart 
tests for visual acuity. These children were then 
referred to ophthalmologists for more complete 
examinations. From 75 to 80% of the children re- 
ferred were found by the ophthalmologists to be in 
need of further eye care. Nearly all the eye defects 
found were not discovered prior to the eye-screen- 
ing examinations. It is also noteworthy that, among 
other conditions, a few cases of amblyopia and 
congenital cataracts were found. 

As regards hearing tests, Wishik,? in a recent 
study on audiometric testing of hearing of school 
children, found that a sizable amount of hearing 
loss began in the preschool years. He has strongly 
recommended, on the basis of the severe hearing 
impairments found in children when tested on 
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Fig. 2—Percentage of children selected for follow-up, by 
type of examination and by examining agency, 1955-1956. 
Black-and-white bars indicate children examined; black bars 
indicate those selected for follow-up. 


admission to school, that routine hearing tests be 
done during the preschool years. Other handicap- 
ping conditions, physical and emotional, which at 
present are not discovered until entrance to school, 
might also be found early and appropriately treated 
before these children reach school age. It may be 
of interest to note that, of 3,000 children who re- 
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ceived care under the crippled children’s program 
in New York City last year, more than 50% were 
over 6 years of age. 

The preschool era is thus the golden period to 
provide preventive and curative services, and, if 
utilized to the maximum, these services will greatly 
improve the health of the school-age child. School 
health services should thus rightly begin in the 
preschool period, since the health of the school-age 
child will depend to a considerable extent on his 
health status during the preschool years. 


Health Supervision of Elementary-School Child 


National surveys * indicate that the 5-to-14-year- 
old group enjoys better health than the group under 
5 years of age or the 15-to-24-year-old group. It 
is the healthiest group of the school-age population. 
Accidents are listed as the leading cause of death, 


SPECIFIC DEATH RATES PER 100,000 POPULATION 
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Fig. 3—Chief causes of death among children, 5 to 14 
years of age, in New York City. Black bars are for 1937; 
white bars are for 1955. 


and coryza and cold as the chief causes of illness 
in this group. In New York City there has been a 
66% decline in the over-all mortality rates for this 
group since 1937. This has principally been be- 
cause of the great decrease in deaths from heart 
disease, tuberculosis, pneumonia and _ influenza, 
and appendicitis (fig. 3). Accident mortality and 
morbidity, however, has not kept pace with the 
over-all decline. Most of the deaths and illnesses in 
this group are preventable and could be avoided if 
existing knowledge were more extensively applied. 
With adequate periodic health supervision of the pre- 
school child, even greater gains could be effected. 
Frequent routine health examinations of the 5-to- 
14-year-old group are not indicated and would not 
be productive as a case-finding device. Only two 
health examinations at the elementary-school level 
are therefore recommended: (a) one examination 
for newly admitted children; (b) another examina- 
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tion for children at an upper-grade level, prefer- 
ably the sixth grade, which is the halfway mark and 
is the grade prior to entrance to junior high school. 
Parent presence and participation at these exam- 
inations are imperative. In some instances, with 
adequate and continual health supervision during 
the preschool years, the last medical examination 
which the child receives during the preschool 
period might serve as the health examination on 
entrance to the elementary school. 

Finding and Follow-Through of Cases.—The dis- 
covery of children with health problems in all 
grades of the elementary school can best be ac- 
complished by means of teacher observation, careful 
study of absence records (as described below), and 
teacher-nurse and physician-teacher conferences. 
There should also be inspections by the school 
physician and nurse for suspected illness, physician 
screenings and special examinations, and consulta- 
tions with the family physician. Conferences be- 
tween parents and the school physician and/or 
nurse on behalf of the school child and visits to 
the family’s home by a public health nurse, when 
indicated, are rewarding. However, the finding of 
children with health problems is but one facet of 
the school health service program. Prompt re- 
ferral and follow-through to determine whether the 
child is receiving indicated medical care are essen- 
tial. Both parents and teachers should be advised 
regarding the needed follow-up of health findings 
and the relationship of these findings to the child’s 
total health, behavior, attitude, and school progress. 

School Absence as a Case-Finding Device.—Study 
of school-absence records is a productive tool which 
has been almost completely neglected and untapped 
as a device for finding children with health prob- 
lems. Last year in the New York City schools there 
was an average absence of 19 days per pupil per 
year. One hundred seventy-eight thousand individ- 
ual children were referred to the bureau of attend- 
ance of the Board of Education of the City of 
New York; 90,456, or nearly 51%, were absent 
because of poor health, physical or mental. It must 
be emphasized that this is only a fraction of the 
total, since these figures relate only to pupils re- 
ferred to the bureau of attendance. It is estimated 
that five times as many children are absent because 
of illness but are handled by the school personnel 
without referral to the bureau. 

Absence due to illness is higher at the elementary- 
school level. Investigations of such absence by the 
bureau of attendance have revealed parental ne- 
glect, indifference, inadequate nutrition, effects of 
inclement weather, and temporary poverty. There 
is also a constant increase in absences because of 
emotional problems. It might be emphasized that, 
while in many cases illness may be given as a cause 
for absence, it may not actually be the true reason. 
Absence for such reasons as oversleeping, shopping, 
or attending movies may be explained by some 
parents as “due to illness.” 
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The majority of absences, however, for which 
illness is reported as the cause, are due to physical 
and mental adverse health conditions which seri- 
ously impede the child’s progress in school. Many 
of these inadequacies would have been prevented, 
or corrected, if discovered earlier. The bureau of 
attendance in New York City works closely with 
parents, and referrals are made to appropriate 
agencies for counseling and to the school nurse for 
health guidance. 

It is firmly believed that absence records repre- 
sent a valuable tool and an effective means of find- 
ing children with health problems. Accordingly it 
is recommended that all absences of over three 
days’ duration, and particularly repeated absences, 
be reported to the school health services for scru- 
tiny, examination, and indicated follow-through. 
Study of these absence records would be far more 
productive and yield better results than periodic 
routine health examinations. It would aid in un- 
covering many health problems in their incipience, 
when they are easily amenable to correction, thus 
preventing serious chronic disabilities at a later 
stage. It would also disclose early mild emotional 
problems in children with poor habits and attitudes 
and school phobias, which could be corrected with 
proper guidance and counseling. A study of ab- 
sences might also prove a valuable aid in finding 
the predelinquent child who could be promptly 
referred for mental health guidance. 


Health Services for Child of High-School Age 


Health services at the elementary-school level 
are practically mandatory in all schools. Health 
services at the high-school level are not provided 
to the same degree. Many high schools do not have 
an organized and adequate health service program. 
In New York City today, chiefly because of an 
acute shortage of nurses, about half of the academic 
high schools do not have such a program, and more 
than 132,000 adolescents are deprived of urgently 
needed health services. (Yet in comparison with 
other cities and other parts of the country, it is 
believed that these conditions perhaps could be 
much worse.) If good health is to be promoted and 
maintained in adulthood, better medical care and 
better health supervision are needed during ado- 
lescence. 

Adolescence is a period of rapid growth and de- 
velopment—physical, mental, and psychosocial. It 
is a critical period associated with many emotional 
and social conflicts, pressures, stresses, difficulties, 
and needed adjustments. The child’s uneven phys- 
ical growth, with the extremities growing more 
rapidly than the trunk and head, may result in 
awkwardness and hence in a feeling of self- 
consciousness and concern about the body. Emo- 
tional and social problems emerge, and physical 
health may also become impaired. Because of a 
desire for emancipation, independence, and self- 
expression, the adolescent does not confide in his 
parents about troubling health problems, nor does 
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he seek advice from physicians. He generally boasts 
of good health in order not to be stigmatized but 
to be accepted socially by his group. 

Lessons from the Draft and NYA.—In spite of 
the special needs during this crucial period, many 
adolescents have been totally neglected and left 
almost entirely without health supervision. The 
high rate of rejection among selective-service regis- 
trants during World War II and the high prein- 
duction rejection rate from 1950 to 1956 highlight 
the lack of adequate health supervision during 
preadolescence and early adolescence.* Thirty-eight 
per cent of all registrants were disqualified. It may 
be of interest to point out that 40.4% of all rejections 
at preinduction examinations were for physical 
reasons and 6.6% for psychiatric reasons. Forty- 
seven per cent of the registrants who were rejected 
were thus disqualified for medical reasons only. 

Admittedly, the preinduction rejection rate may 
be inflated and perhaps misleading, since it does 
not represent a true measure of physical and mental 
fitness of all persons of military age. It is obvious, 
however, that those disqualified did not meet cer- 
tain requirements, physical or mental, which are 
considered necessary for a person in the armed 
services. 

Examinations of 17-to-25-year-old enrollees of 
the National Youth Administration, which we con- 
ducted during 1940-1943, also disclosed a high 
percentage of individuals with physical defects that 
had been untreated. Dental decay, poor vision, and 
skin diseases predominated. Hypertension was noted 
in about 5% of the cases. It is worth pointing out 
that 17% of all National Youth Administration appli- 
cants were found eligible for only limited employ- 
ment and recreational activity. Last year 5% of 
those between 16 and 18 years of age, who applied 
for employment certificates in New York City, were 
eligible for limited certificates only because of 
serious physical defects, chiefly cardiac, visual, or 
orthopedic. 

The above data are cited to indicate the health 
status of adolescents who have been woefully neg- 
lected and left almost entirely without adequate 
health supervision and care. It is strongly believed 
that many of the adverse health conditions, physical 
or mental, found in young men of military age were 
of long duration and would have been correctable if 
discovered earlier; indeed, many of these defects 
perhaps could have been entirely prevented. 

Improving the Health Status of Adolescents.— 
Although it is not advocated that health services 
at the elementary-school level be curtailed, it is 
argued that health services at the high-school level 
deserve an even higher priority because of the 
special problems and needs during this critical and 
important period. Therefore, it is strongly recom- 
mended that at least two routine examinations be 
done on high-school students and that physician 
counseling on a highly individualized basis be con- 
ducted annually. The health examination should 
include a determination of the hemoglobin level, 
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a urinalysis, and a blood pressure determination. 
There should be a tuberculin test, at least for all 
those examined on admission, and positive reactors 
should have a chest x-ray annually. Considerable 
importance should be attached during this period to 
vocational guidance and mental health counseling. 
The accent is on the adolescent as an individual. 

Physicians whose practice includes the care of 
adolescents will have to acquire greater skill in 
handling this group and greater knowledge about 
their specific needs. As mentioned previously, the 
current inadequate health services for high-school 
students are in large measure due to a shortage of 
nursing personnel. It is suggested that there be 
greater utilization of ancillary personnel, such as 
public health assistants and clerks, for nonprofes- 
sional duties and activities so as to free nurses in 
the rendering of more health services to those of 
high-school age. From the foregoing it is seen that 
a shift of emphasis is needed so as to give more 
systematic and intensive health supervision not 
only during the preschool period but also during 
adolescence. 


Health Services for Child with a Handicap 


It is estimated that more than 3 million children 
in the United States are either physically or mental- 
ly handicapped. The basic needs of these children 
are essentially the same as those of the nonhandi- 
capped; in addition, they have their specific needs 
which relate to the handicap. It is now clearly 
recognized that the handicapped child must be 
helped to develop normally within his limitations 
so as to achieve the fullest potential of his abilities 
and the greatest degree of rehabilitation. Children 
with handicaps should be treated as normal as much 
as possible and encouraged to attend regular classes 
in regular schools. Many will require modification 
of the educational program and placement in special 
classes. Some, for a while, will require hospital, 
convalescent, or home care. 

Health services for the handicapped child must 
be designed to meet his medical, emotional, social, 
vocational, recreational, and educational needs and 
be a regular part of the school health services. The 
program should include provisions for (a) early 
detection of the handicap, preferably in the pre- 
school years, (b) diagnostic and evaluation services, 
(c) comprehensive medical care, including all 
manifold services needed in approved hospitals, 
(d) follow-through on progress, (e) referral for 
special school placement, if indicated, and (f) par- 
ent counseling. 

The entire school health team should actively 
participate in the total plan for the handicapped 
child. Close cooperation with organized medical 
societies and with schools of medicine and dentistry 
is recommended. Existing adequate medical facili- 
ties should be utilized to the maximum, and a 
direct-service program should be undertaken only 
where no other adequate facilities exist in the 
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community. Periodic review of special placement 
and progress is needed to insure that the health and 
educational needs of these children are met. 

Meeting the Needs of the Homebound Child.— 
Health services for the school-age child must in- 
clude all children of school age in the community, 
whether in school or homebound. The homebound 
period should be viewed as an interim period and 
as an extension of the school. The family, the pa- 
tient, and the school health team, which includes 
the family physician, should actively participate in 
the planning of the homebound program and for 
the return of the child to school. A knowledge of the 
home conditions is important. It is also necessary to 
know about the child’s adjustment and the family’s 
attitude toward the patient. Visits to the home by 
a public health nurse or physician may be necessary 
to determine the progress and the unmet needs of 
such a child. 

It is likewise recommended that the health 
records of a homebound child be kept in the school 
which the child last attended and that appropriate 
entries be made on the records by the nurse and/or 
physician. The school nurse should follow through 
on this child in the same manner as is done for any 
school child who presents a health problem. The 
school physician should be consulted periodically, 
should be appraised of the child’s health status, and, 
if necessary, should make a home visit. The school 
nurse and the home teacher should also confer 
periodically to discuss problems relating to the 
homebound child. Adequate facilities for transporta- 
tion and installation of ramps in school buildings 
may make it possible for many homebound children 
to attend regular school in wheel chairs. 

Comprehensive Program for the Handicapped.— 
Inasmuch as health services should be comprehen- 
sive in scope and variety, they should embrace all 
handicapping conditions, including those of the 
emotionally disturbed and the mentally retarded. 
Those concerned with the school health service 
program should plan with other official and vol- 
untary agencies in promoting the highest quality 
of care for children with handicaps. They should 
provide leadership in fostering community resources 
fer sound and comprehensive programs in the care 
of handicapped children. They should stimulate the 
development of new services to meet unmet needs 
and to study the total problem of rehabilitation, 
including the total prevention of handicapping con- 
ditions. 

Consultation services regarding the condition of 
the handicapped should be provided for the practic- 
ing physician, along with financial aid for those 
families who are unable to pay for the services. In 
this field there is a great need for teamwork, with 
all members of the team—family physician, school 
physician, qualified specialist, psychologist, psy- 
chiatrist, social worker, teacher, nurse, speech 
therapist, physical therapist, vocational guidance 
counselor, as well as parent and child—working 
collaboratively. 
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In addition to these methods of meeting the needs 
of the handicapped child, it is exceedingly im- 
portant that members of the school health team 
attempt to help the parents of this child. This is 
because many parents have a feeling of guilt, blam- 
ing themselves for the child’s handicap, and have 
difficulty in adjustment.’ Even though the child 
cannot be helped, if the parents can be given guid- 
ance, counseling advice, reassurance, and sympathy, 
these will all be of value in improving parent-child 
relationship. 


Safety and Accident Prevention 


Marked changes in mortality and morbidity have 
occurred in the past 20 years (fig. 3 and 4). Owing 
to significant advances in medicine and _ public 
health, deaths and illnesses from communicable and 
infectious diseases have declined precipitously 
among school-age children. Accidents are now the 
leading cause of death among those from 1 through 
34 years of age and are the third leading cause of 
illness in the school-age population. They present 
a child-health problem of major importance, which 
requires immediate and concerted community 
action. 

During 1955 there were 6,150 accidental deaths 
among children who were 5 to 14 years of age and 
5,450 deaths among those who were 15 to 19 years 
old. The accident mortality rate for children under 
20 has been highest in the 15-to-19-year-old group, 
being 49.9 deaths per 100,000 population; it has 
been lowest in the 5-to-14-year-old group, being 20.1 
deaths per 100,000 population. This rate is more 
than three times higher than the mortality rate for 
any other cause in this group.° 

All these accidents were definitely preventable. 
Health services for school-age children have to 
direct more attention toward, and become more 
vitally concerned with, the solution of this problem. 
Accident prevention must become a functional and 
integral part of the services. The school health 
team should be properly oriented, indoctrinated, 
and alerted to the accident problem. The education 
of the professional staff, both medical and teaching, 
should include investigations of the cause of acci- 
dents and formulation of sound preventive measures 
based on facts obtained from careful study of the 
etiology of accidents. Physicians must acquaint 
themselves with the various factors and motivations 
responsible for accident occurrences and with the 
types of accidents most likely to occur at given 
stages of growth and development and must counsel 
parents and children on the need for safe prac- 
tices, habits, and attitudes. 

Instruction in safety habits and accident preven- 
tion should be part of the daily practice of the 
school health services. Health examinations, immu- 
nizations, and parent-physician, parent-nurse, and 
physician and teacher-nurse conferences, as well as 
parent-teacher association meetings, should be uti- 
lized to provide anticipatory guidance to parents 
and children on safety and accident prevention.’ 
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Inquiries about accidents should be incorporated 
into the regular medical records in the same manner 
as inquiries about illnesses. All accidents should be 
reported to the school health services. 

Reliable and informative pamphlets relating to 
accident prevention, including a safety check list, 
should be distributed to parents. Health education 
material, such as posters and flip-charts on safety, 
should be prominently displayed in schools and in 
physicians’ offices, During home visits, for whatever 
reason, the nurse should observe any hazardous 
conditions in and around the home and advise par- 
ents and children on necessary safety measures. 
Reliable information on safety and accident pre- 
vention should also be included in the curricular 
content for school-age children. 


Expansion of Mental Health Services 


The child and his state of health are indivisible; 
this state includes physical, mental, emotional, and 
social well-being. Physical health and emotional 

SPECIFIC DEATH RATES PER 100,000 POPULATION 
ae 


tine 





306 


HOMICIDE 


Fig. 4—Chief causes of death among children, 15 to 19 
years of age, in New York City. Black bars are for 1937; 
white bars are for 1955. 


health are interwoven and cannot be separated into 
isolated component parts. It is incongruous that 
mental health services have not been incorporated 
in the regular school health service programs; in- 
stead, they are mainly conducted as isolated units 
within the domain of education. The present dichot- 
omy of services is arbitrary, unwholesome, unpro- 
ductive, and contrary to the concept of totality. 
Perhaps it stems largely from the fact that, when 
school health services originated, they were pre- 
occupied with physical health and were contagion- 
centered or defect-centered. 

The emotional development, behavior, and adjust- 
ment of the child to school are matters of increas- 
ing concern and should be of interest to the regular 
health services for the school-age child. The 
maintenance of mental health requires a multi- 
disciplinary approach, including the physician, 
psychologist, psychiatrist, and social worker, and 
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the focus must be on prevention. The professional 
staff, if properly oriented, is in a strategic position 
to do a preventive mental hygiene job at its best, 
since they deal with and know the child and his 
parents and can observe the quality of parent-child 
relationship. They also have a knowledge of the 
family and home environment. 

The members of the school health team have to 
acquire greater knowledge and experience which 
will aid them in interviewing techniques and in the 
management of behavior problems commonly en- 
countered in the school-age group. Parents and 
children can be helped by means of guidance, coun- 
seling advice, and reassurance regarding everyday 
mental health problems. Physicians, however, must 
learn to recognize their limitations and early refer 
children with deeper emotional problems for further 
psychiatric evaluation and appropriate therapy. *n- 
service training for the school health team is needed 
on child growth and development of personality 
from infancy through adolescence, on pertinent 
psychological needs at each age period, and on 
kinds of problems which arise when such needs are 
unmet. This training will provide a wider under- 
standing of the whys and wherefores of child be- 
havior. 

Scope of Mental Health Services.—Mental health 
services, preventive, diagnostic, and therapeutic, 
particularly for the adolescent in junior and senior 
high school, must be greatly expanded. At present 
there is a dearth of such services. As a matter of 
fact, mental health consultation clinics, with active 
parent participation, should be made available to 
all children of school age. Serious problems in later 
adult life may be averted if solution is found for 
mental and emotional problems at their incipience. 
There is great need to develop simple screening 
techniques which will make it possible to detect 
early those children in need of special guidance 
and counseling and to bring them immediately un- 
der needed care. Juvenile delinquency may thus 
be substantially reduced. 

Considerable health guidance and counseling on 
an individual basis can and should be provided at 
medical examinations, physician-parent and nurse- 
parent conferences, and home visits. In addition 
to individual counseling, group counseling of stu- 
dents at the high-school level by physician, nurse, 
psychologist, and psychiatrist may be of great value. 
Parent discussion groups can likewise be utilized 
under able leadership. The group technique, al- 
though not time saving or a substitute for individual 
counseling, is nevertheless a productive device. It 
offers parents an opportunity for interstimulation; 
they learn from one another and gain confidence 
and reassurance in solving problems relating to 
child growth and development and to parent-child 
relationship. 

It must be clearly recognized that help for those 
children with emotional and psychosocial problems 
is just as pressing and important as for those with 
physical disabilities. This help may come from the 
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school health services (including the teaching staff), 
which must pay more attention to the mental and 
emotional health of pupils, and from the community 
mental health services, both voluntary and munici- 
pal, which need to be provided for the emotionally 
disturbed and the mentally handicapped. A greater 
concentration of these mental health services, both 
diagnostic and therapeutic, is needed, particularly 
in areas of high delinquency and stress. Thus, main- 
tenance of mental health is a definite responsibility 
of the school health services and should be made 
an integral part of these services for the school-age 
child. 
Other Health Services 


Recently proved scientific advancements and the 
newer knowledge gained in the fields of medicine 
and public health have made possible the develop- 
ment of new methods, new techniques, and new 
services. This changing methodology should be 
promptly incorporated in and integrated with the 
practices of the school health services. Specific 
attention is called to the prevention of streptococcic 
infections in individuals with rheumatic fever by 
means of a continual prophylactic program with 
orally administered penicillin. The administration 
of penicillin to school-age children, in cooperation 
with family physicians and school authorities, to 
prevent the spread of streptococcic sore throat is 
also highly recommended. This practice, which has 
proved practical, safe, and effective, should be a 
routine measure during epidemics of colds and sore 
throats, inasmuch as the control of such epidemics 
will not only prevent their recurrence but may re- 
duce the incidence of initial attacks of rheumatic 
fever. Vaccination against poliomyelitis should also 
be made a part of the routine immunization pro- 
gram. Moveover, environmental health conditions 
within the school and the health of the teaching 
staff should merit the attention and concern of the 
health services, for the state of the teachers’ health 
and their attitudes greatly affect the health of the 
pupils. 

Training of School Health Team 

Since no service is better than the personnel 
providing it, continual training of the professional 
staff comprising the school health team is needed.* 
The training program should include physicians, 
public health nurses, medical students, teachers, 
and teacher trainees. Teacher orientation and espe- 
cially a program of indoctrination and observation 
for student teachers are particularly indicated. Al- 
though it is widely proclaimed that the teacher, by 
virtue of her daily contact with children, is the 
“key person” in finding the child with health devia- 
tions, teachers have been afforded but a minimum 
of training and experience to become professionally 
qualified for this important task. Experience has 
shown that, in practice, teachers fail to pick up 
many children with early physical or emotional 
disabilities.° There is, therefore, need to help 
teachers to become better observers and more 
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qualified in the early detection of such chil- 
dren so as to refer them for health supervision.’® 

Health Records and Statistics—In order to in- 
sure proper health guidance and adequate health 
supervision of the school-age child, a complete, 
accurate, and detailed medical record of each pupil 
is necessary."' The medical record should include 
all pertinent information about the child’s growth 
and development and his health status during pre- 
school years. Other basic information to be included 
should relate to family history, personal history, 
immunization status, results of health examinations 
and laboratory tests, diagnosis, summary of findings 
and their significance, recommendations to the 
teacher and the nurse, and specific recommenda- 
tions for follow-through, for school placement, and 
for modifications of curriculum and adjustments of 
recreational activity, when indicated. Only mean- 
ingful and usable statistics should be gathered. 

Curricular Content.—The school health services 
should periodically review textbooks on science 
used in schools for accuracy of health content and 
make appropriate recommendations for revision.”” 
Greater participation of the health services is re- 
quired in instruction on health education, sex hy- 
giene, and physical education. School health services 
should formulate and recommend policies relating 
to athletics, fitness, and recreation. 

Channels of Communication.—_Improved channels 
of communication and interchange of ideas are 
needed between the practicing physician and his 
colleagues on the school health team.'* More dis- 
cussion, collaboration, and meeting of minds are 
indicated. Each person can learn from the other 
facts which will ultimately contribute to and result 
in better health services for the school-age child. 
Adequate health services are predicated on joint 
planning and active participation of all agencies 
concerned with the health and welfare of children. 

Research.—Continual evaluation, examination, 
and careful scrutiny to determine the effectiveness 
and validity of school health services and programs 
are imperative. A critical appraisal must be made 
periodically of methods and techniques used in 
order not to perpetuate unproductive and outmoded 
procedures. A constant search has to be made for 
new and better ways of accomplishing a desired 
objective. Periodic inquiries should also be made 
into the various problems associated with the health 
services for the school-age child. 


Summary and Conclusions 


Health services for school-age children have not 
kept pace with recent progress in medicine and pub- 
lic health, with changing times and changing needs. 
New techniques, methods, tools, and approaches 
have to be adapted. 

Health services for the school-age child must be 
family-centered, since the child cannot be thought 
of as separate from his family and the community 
of which he is a part. The services for this child 
should begin in the preschool period. With syste- 
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matic, intensive, periodic health supervision during 
the preschool years, many adverse health conditions 
could be detected and corrected prior to school 
entrance. Visual and auditory examinations should 
also be included as part of the preschool services. 

Health services for the adolescent are of vital 
importance, for adolescence is a critical period of 
rapid growth and development. Although these 
services at the high-school level are at present 
neglected or are nonexistent in many schools, they 
deserve a higher priority than at the elementary- 
school level. The health of the adult depends on 
the health status of the adolescent. 

Health services for the school-age child should 
place greater emphasis on the causes of accidents 
and on their prevention. The mental health services 
should be greatly expanded. Greater stress is need- 
ed on the discovery of minor emotional disturbances, 
for, if detected early, they are more readily amen- 
able to correction; delinquency and much mental 
illness of later life may thus be prevented. Health 
services should include care of the handicapped and 
the homebound child, and there should be greater 
normalization and acceptance of the child with a 
handicap. Additional screening devices and case- 
finding mediums should be utilized. A careful study 
of absences and their causes may prove helpful in 
detecting children in need of medical care. This 
study may also throw light on the causes of truancy 
and its possible prevention. 

The traditional school health team must be ex- 
panded to include the family physician, social 
worker, mental health workers (psychologist and 
psychiatrist), and vocational guidance counselor, 
with the family as the central focus. There must be 
greater integration of school health programs with 
community health services, closer cooperation with 
the local medical profession, and utilization of exist- 
ing adequate medical facilities in the community to 
the maximum. Unproductive practices should be dis- 
carded, and a constant search should be made for 
new ways of improving the health services for the 
school-age child. 

125 Worth St. (13). 


Arthur Clinton, Director of the Bureau of Attendance, 
Board of Education of the City of New York, supplied sta- 
tistics and pertinent comments regarding absences. 
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This report indicates the improvement in hospital- 
ized chronic mentally ill patients brought about by 
the new neuropharmacological agents together with 
the art of medicine as practiced by family doctors. 
The medical care of this group of over 1,000 patients 
was given by a single physician, aided by a corps 
of nurse-attendants. The latter may be considered 
as analogous to members of families of mentally ill 
patients under care of the family doctor in the home 
before commitment. 

Unfortunately, the biochemical processes by which 
these new compounds exert their peculiar effect 
upon human behavior are as obscure as are the bio- 
chemical abnormalities at the root of the disease or 
group of diseases under treatment.’ This makes the 
evaluation of these drugs, on a strict comparison of 
percentages of mentally ill patients helped, almost 
analogous to what might have happened had the 
antibiotics been evaluated similarly in a group of 
febrile diseases of unknown etiology many years be- 
fore the development of the science of bacteriology.” 

Consequently, a true clinical evaluation of these 
drugs, singly or in combination, can only come from 
studies that have incorporated the art of medicine 
with the science of medicine—studies that give 
thought and consideration to the patient receiving 
the drugs as well as to the diagnosis. Our end-point 
in this study is the same as that of the general prac- 
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NEUROPHARMACOLOGICAL AGENTS IN REHABILITATION 
OF PATIENTS WITH CHRONIC MENTAL ILLNESS 


A THREE-YEAR CLINICAL EVALUATION 


John T. Ferguson, M.D., Traverse City, Mich. 








Experience with 1,003 mentally ill patients 
over a three-year period confirmed earlier 
evaluations of tranquilizing and analeptic 
drugs. By controlling the overactivity and 
aggressiveness of some patients and induc- 
ing a new interest in life in others, these 
drugs made it possible practically to elimi- 
nate the use of shock, sedation, and seclu- 
sion. It has thus been possible to channel the 
time of the hospital personnel into a more 
effective program of rehabilitation. Accidents 
to patients and personnel have been re- 
duced, the life-span of the patients has been 
extended and their well-being enhanced, 
and the destruction of furniture, fixtures, and 
clothing in certain wards has been reduced 
to a tenth of what it was before. The saving 
of money in this category alone was more 
than seven times the amount spent for in- 
creased recreational material. It is em- 
phasized that the use of the new neuro- 
pharmacological agents is only part of a 
program in which thoughiful individual care, 
proper nutrition, and good medical and 
nursing practices are equally vital. 
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titioner—to help the patient improve so as to be 
able to live with himself and others. Such a study, 
which began in September of 1954, is now in its 
fourth year at the Traverse City State Hospital. 


Preclinical Setting 


The 15 halls and cottages for women, often called 
the “back wards,” which cover the complete range 
from seclusion to open, were chosen for the project 
because they represent a cross section of the usual 
state hospital population. The ages of the 1,003 
patients ranged from 14 to 96 years, the average 
of the group being 43 plus. The length of time each 
patient had been hospitalized varied from four 
months to more than 54 years, the average time 
spent in the hospital being almost 9 years. At the 
start of the project, the service consisted of four 
wards for disturbed patients, three open wards and 
eight wards that were unclassified. The personnel 
assigned to this 1,003-patient service consisted of 
one doctor and 128 nurse-attendants, although the 
maximum number of nurse-attendants on duty in 
any one 24-hour period was 85. The housekeeping 
was excellent and the nursing care good, but the 
medical and psychiatric treatment was custodial, 
supplemented by shock, sedation, and seclusion. 


Postclinical Setting 


After three years of the program, much of this 
has been changed. The number of wards for dis- 
turbed patients has been reduced from four to one, 
and the number of open wards has been increased 
from three to four. The remaining 10 wards have 
been classified to include 3 geriatric, 5 semi-open, 
and 2 rehabilitation wards. The housekeeping re- 
mains excellent, the nursing care has improved, and 
shock, sedation, and seclusion have been practically 
eliminated. The patients have taken a new interest 
in life, and the atmosphere of the wards has become 
a happy one, although the number and type of 
personnel remains the same. 


Procedure 


At the start of the program, we used but one 
group of drugs, the tranquilizers, which we admin- 
istered by uniform dosage to all types of patients, 
recording our results in relation to clinical changes 
for each specific diagnosis. With this regimen, it 
soon became apparent that the tranquilizers im- 
proved the clinical behavior of only our overactive 
patients, regardless of their diagnosis. After this 
observation, we restarted therapy with our under- 
active patients by using another group of drugs, 
the analeptics, and found the behavior improved 
toward normal, regardless of the diagnosis. 

In the course of continued treatment, we have 
noted a phenomenon important to the successful 
outcome of therapy with both tranquilizers and 
analeptics. When the initial dosage of tranquilizer 
is continued over a period of time, the activity of 
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the patient tends to decrease not only toward nor- 
mal but below it. With analeptics, the continued 
use of a given dosage tends to raise activity toward 
normal and beyond it. 

In short, with both types of patients, the over- 
active and the underactive, when the initial dosage 
of the original drug sufficient to produce clinical 
change was continued over a period of time, we 
witnessed a reversal of behavior; the overactive 
patients became underactive and the underactive 
patients became overactive. This phenomenon de- 
mands a balancing of both analeptic and tranquil- 
izer dosages. 

In the early days of this project, when our drug 
routine was rigid, we witnessed a marked increase 
in untoward reactions. However, by individualizing 
the medical therapy of each patient in relation to 
the respective behavioral changes, we were able to 
overcome most of these reactions and reduce ma- 
terially the so-called side-reactions we had previous- 
ly encountered. In general, we could not produce 
a good clinical behavior record with either type of 
drug when used separately; the patient’s behavior 
appeared mixed; it seemed to contain both over- 
active and underactive components, regardless of 
the predominant type first seen clinically. 

The use of tablets and pharmaceutical prepara- 
tions that contained both types of drugs verified our 
observations on mixed behavior, although the wide 
range of combinations used in the program necessi- 
tated too many preparations for practical purposes. 
Consequently, by the use of separate drugs dis- 
pensed at the same time as individually needed, 
a large majority of the patients were able to obtain 
an “active tranquility’—a condition wherein the in- 
dividual is mentally alert, yet calm and collected. 
This resulting condition also means the control of 
abnormal behavior—the first goal one strives for 
when treating the mentally ill. 

Our next goal, following control of abnormal be- 
havior, was rehabilitation of the patients. A begin- 
ning supply of recreational material was placed on 
every ward; then, with a work program geared to 
allow only 1 absolutely free hour out of 24 for this 
type of mental nursing, we began to recognize fur- 
ther our opportunity to bring these people back to 
a normal happy life. From this humble beginning, 
with a few games and the tender-loving-care of our 
nurse-attendants, the rehabilitation program has 
grown tremendously. During this time, the hospital 
has established a volunteer program and expanded 
the grey lady unit, and the service clubs and social 
groups of the community have adopted wards and 
participate in our program. 

Neuropharmacological Agents 

During the first three years of the program, we 

have clinically investigated and evaluated 46 differ- 


ent neuropharmacological agents from 17 pharma- 
ceutical manufacturers. Twenty-eight of the 46 
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would be classified as psychosedatives and neuro- 
sedatives or, more broadly, as tranquilizers, and 14 
of the 46 would be classified as central stimulants 
or analeptics. Of the remaining 4 of the 46, 2 were 
hallucinogens and two were classified as antihallu- 
. cinogens. 

Twenty-seven of these 46 drugs were found to be 
deficient, deleterious, or dangerous. These have 
been withdrawn by their respective manufacturers. 
Nineteen of the 46 were or have become available 
for further investigation or as prescription drugs. 

From our investigation, we feel that six drugs are 
sufficient to control, ameliorate, or resolve the ab- 
normal behavior manifestations of those chronic 
mentally ill patients who respond to chemotherapy. 
These six drugs have an added advantage in that 
they somehow act to clinically produce what may 
be called a “deep-change.” It is a change within the 
patient that enables him to respond to other thera- 
peutic measures and participate in a rehabilitative 
program. 

Two of the six drugs we recommend, reserpine 
(Serpasil) and chlorpromazine (Thorazine) hydro- 
chloride, are psychosedatives, or true tranquilizers. 
These are of greatest value for the treatment of 
overactivity and/or aggressiveness. Both drugs are 
available in several tablet and elixir or concentrate 
dosage strengths and as parenteral solutions, thus 
allowing the physician to dispense the proper dos- 
age and use the best method of administration as 
individually needed. The manufacturer’s literature 
for both drugs covers their activity, dosage range, 
indications, contraindications, and side-effects quite 
adequately and should be followed. 

Two others of the six, ectylurea (Nostyn) and 
doxylamine succinate (in 100-mg. capsules and to 
be distinguished from the same compound, known 
as Decapryn, available in tablets of 12.5 mg. and 
25 mg. for the treatment of allergic diseases) are 
neurosedatives or mild tranquilizers. These are of 
greatest value for the treatment of tension and anxi- 
ety where there is minimal overactivity and/or 
aggressiveness present. From our work with neuro- 
sedatives, we feel that ectylurea is the drug of 
choice for mildly disturbed ambulatory patients be- 
cause of its low-sedative and high-hypnotic dosage 
range and its absence of untoward side-reactions. 
The doxylamine succinate is our best single drug 
for the confused, disoriented, and mildly overactive 
elderly patient. The mechanism behind the im- 
proved behavior, the decrease in confusion, and 
increase in orientation clinically demonstrated by 
those arteriosclerotic patients with senile brain syn- 
drome who receive doxylamine succinate is not 
understood by us. However, the clinical improve- 
ment we have observed in these elderly patients 
has given us new hope that further research and 
newer drugs will soon make it possible for doctors 
to ameliorate, control, and even prevent the mental 
changes now associated with senility. 
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At this time, these four drugs, reserpine, chlor- 
promazine, ectylurea, and doxylamine succinate, 
fulfill all of our needs for combating the overactive 
component of the patient’s behavior. However, be- 
cause the behavior of patients is mixed, or more 
specifically, because the behavior of patients is a 
combination of overactivity and underactivity, one 
needs a central stimulant or analeptic that will not 
only handle the underactive behavior but will also 
balance the psychosedatives and neurosedatives to 
produce an “active tranquility.” Methyl-phenidyl- 
acetate (Ritalin) hydrochloride is our drug of 
choice. Reports have been made on the activity of 
methyl-phenidylacetate in relation to the treatment 
of reserpine-induced depression * and as an analep- 
tic in relation to its use in the treatment of chronic 
underactivity.* It has now proven itself to be our 
drug of choice to counteract overdosage or intoxi- 
cation produced by the tranquilizers. 


Report of a Case 


A case describing our use of methyl-phenidylace- 
tate injectable solution in the treatment of chlor- 
promazine intoxication follows. 


The patient, a 32-year-old female, was first seen at 
10 a. m. May 20, 1957, approximately 12 hours after she 
had presumably ingested 4,500 mg. of chlorpromazine in a 
suicidal attempt. She was comatose, cyanotic, and in definite 
respiratory distress, apparently due to absence of swallowing 
reflex and partial paralysis of the respiratory muscles. She 
also periodically exhibited tremor-like movements of the 
hands. 

Her respirations were eight per minute, and her pulse rate 
was 40 per minute. No measurement of blood pressure was 
taken. An airway was established, an intravenous drip of 
5% dextrose in isotonic sodium chloride solution was started, 
and an oxygen face mask, supplying 5 liters of oxygen per 
minute, was applied. The patient was then given 100 mg. of 
methyl]-phenidylacetate intravenously without any noticeable 
change in her condition other than a fleeting increase in her 
arousal threshold. 

Within the next four hours she received, in divided doses 
of 50 to 100 mg. as needed to maintain an arousal response, 
a total of 1,270 mg. of methyl-phenidylacetate injectable 
solution. After the first intravenous injection of 100 mg., the 
patient had one tonic convulsion-like reaction that lasted 
approximately 30 seconds. No other untoward side-effects 
were noted. 

At 12:30 p. m., after receiving 730 mg. of methyl- 
phenidylacetate injectable solution, she could be aroused for 
periods of one to two minutes. Her respirations were 14 to 
16 per minute, and her pulse rate varied from 92 to 98 per 
minute. The use of oxygen was discontinued. 

At 2:30 p. m., having received 1,270 mg. of methyl- 
phenidylacetate injectable solution, she was awake, able to 
void voluntarily, to take liquids by mouth, and to converse 
with the personnel. She tended to doze but was able to 
remain awake for periods of 10 to 15 minutes with minimal 
verbal stimulation. In the evening she ate her supper and 
went to the bathroom by herself. Her night was uneventful. 
The next morning she was dressed and on the ward. 

Inasmuch as this patient received more methyl-phenidy]l- 
acetate intravenously than has ever been reported, she was 
followed closely during the first 24 hours. On May 21 she 
was given a thorough examination. Her pulse rate was 80 
per minute, respirations were 18 per minute, and blood 
pressure was 120/75 mm. Hg. No neurological or physical 
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abnormalities referrable to either the chlorpromazine or the 
methyl-phenidylacetate were found. She was followed closely 
for two weeks without any untoward signs appearing. 

The quick recovery, the minimal difficulty, and the sim- 
plicity of this procedure lead us to recommend it as worthy 
of further trial and investigation in the treatment of 
reserpine, chlorpromazine, and barbiturate intoxication. 


Antihallucinogens 


Delusions and hallucinations are a major com- 
ponent in the clinical picture of many patients. The 
limited number of antihallucinogens available for 
clinical investigation has not allowed us the same 
wide range of comparison we have had with the 
other neuropharmacological agents. However, aza- 
cyclonol (Frenquel) is the best antihallucinogen 
we have used. In approximately 50% of those pa- 
tients in whom oral therapy with azacyclonol is 
undertaken, we observe clinical improvement in the 
delusional and/or hallucinatory pattern of the pa- 
tient within 5 to 45 days. The use of azacyclonol 
injectable solution may produce the same improve- 
ment within hours, after which the patient can be 
maintained by oral administration of azacyclonol 
tablets. Azacyclonol therapy, in most cases, will re- 
quire the addition of a tranquilizer and/or an ana- 
leptic to control the patient's behavior.” The manu- 
facturer’s literature, which covers all phases of the 
drug's use, should be read to insure best results. 


Supplemental Medical Therapy 


Early in the program we observed a direct paral- 
lelism between the physical well-being of those 
patients receiving therapy with the neuropharmaco- 
logical agents and the rate and degree of improve- 
ment. Consequently, because of the importance of 
good physical condition, we have, for more than 
two years, been actively searching for and treating 
all medical and surgical problems within the group. 
We have realized the importance of optimum nutri- 
tion and, in cooperation with our dietitian, have 
established special diets and extra feedings as 
needed. 

But it was our feeling that improved diet might 
not be enough. It is now recognized that a wide- 
spread, often subclinical deficiency of protein, vita- 
mins, and minerals prevails in the diets, especially 
of older people. We then asked ourselves, “Would 
supplements of these substances act to enhance the 
effect of neuropharmacological agents?” We there- 
fore proceeded to underlay the neuropharmacologi- 
cal treatment of a series of patients with diets 
supplemented in respect to vitamins and minerals. 
( Vitamin-mineral preparations are subject to formu- 
la changes without notice. ) 

The clinical improvement observed in the physi- 
cal and mental condition of those patients receiving 
supplemental therapeutic vitamin-mineral prepara- 
tions has been noticeable, especially in our older 
age group. The chronicity of behavioral disturb- 
ances in our patients is such that we did not expect 
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to see immediate improvement over and above that 
already produced by the neuropharmacological 
agents. This proved to be the case. 

But we were fortunate in possessing a group of 
patients who, under the neuropharmacological regi- 
men alone, had reached a plateau, as it were, in 
their improvement. They were better, yet not ready 
for parole. It was in this group, when we added 
vitamin-mineral supplements, that we observed a 
gradual clearing of confusion, a slow increase in 
orientation and a steady improvement toward physi- 
cal and mental well-being over and beyond the 
improvement attained on the neuropharmacological 
medicines. 

The rate and degree of improvement, mentally, 
in this group compared favorably with that of paral- 
lel groups who had been given vitamin supplements 
alone and neuropharmacological agents alone. The 
speed of recovery and the proportion of those re- 
covering on the combined nutritional-neuropharma- 
cological regimen is measurable by the number of 
patients now ready for parole to the outside world 
compared to the number of those from the other 
groups. This will be reported in detail in a forth- 
coming paper. 

Results 


It is difficult to evaluate scientifically the drugs 
in a program of this type, as we are certain the drugs 
have indirectly helped more people than those that 
actually received them; we are also certain that the 
drugs without the tender-loving-care and rehabili- 
tative efforts of our nurse-attendants and our use of 
supplemental medical therapy would have done but 
little more than control the abnormal behavior of 
the patients. However, for administrative purposes, 
definitive results of the program have been recorded. 
A three-year comparative sampling of some of these 
results is given. 

Seclusion.—During the two years previous to the 
program, seclusion on these wards averaged 7,500 
patient-hours per month. During the first three years 
of the program, seclusion on these wards has aver- 
aged 800 patient-hours per month. This reduction 
of 90% in seclusion time is primarily the result of 
improved behavior following chemotherapy. It is 
also the result of a more tolerant, understanding, 
and helpful attitude on the part of our personnel. 

Shock.—During the two years previous to the 
program, the number of electroconvulsive therapy 
treatments on these wards averaged 125 per week. 
During the third month of the program these treat- 
ments were entirely eliminated in the routine care 
of this type of patient. In the ensuing six months 
we administered a short course of electroconvulsive 
therapy to two patients in an effort to abort hunger 
strikes. However, we have since then found that 
the intravenous or intramuscular administration of 
either a tranquilizer, if the patient is resistive, or 
an analeptic, if the patient is depressed, will give 
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better and more lasting results in these cases. Con- 
sequently, after three years of the program we find 
no need for electroconvulsive therapy with this type 
of patient. 

Discontinuing routine electroconvulsive therapy 
has given the doctor and five nurse-attendants one 
day each week for other therapeutic measures; more 
noticeably, it has eliminated the tension and anxiety 
previously manifested by the patients on “shock- 
days” and allowed us to establish better therapeutic 
rapport. 

Sedation.—The routine use of sedation as prac- 
ticed during the two years previous to the program 
has been stopped. However, a few patients who 
have not responded favorably to the drugs still 
require sedation periodically. 

Accidents.—_During the first three years of the 
program, patient accidents due to overactivity and 
aggressiveness have decreased from their former 
level of three or four per day to a rate of three or 
four per week. Personnel accidents, due to patients, 
have decreased materially, and this has resulted in 
a much improved personnel morale. 

Mortality.—During the first three years of the pro- 
gram, we have had no deaths attributable to the 
drugs. During the same period, our death rate has 
decreased 45%, although we feel this is a temporary 
situation and due primarily to the extra medical 
attention the patients are receiving; in essence, we 
have only extended the life span of the patients. 
However, in our older age groups, we find their 
increased orientation and decreased confusion has 
allowed them to eat and sleep better, to practice 
better personal hygiene, and to seek out more per- 
sonal pleasure—all resulting in better physical well- 
being. 

Destruction.—During the first three years of the 
program the destruction of furniture, fixtures, and 
clothing on these wards has decreased more than 
90% from that of the previous two years. The money 
saved in this category alone is more than seven 
times the amount we have spent for increased recre- 
ational material. 

Socialization.—During the first three years of the 
program, there has been a marked increase in so- 
cialization, due to the greater number of patients 
able to participate. The number attending dances 
and other social events has increased over 300%. We 
have been forced to expand our church services, our 
ward parties, and our occupational therapy program 
in order to handle the increased number who can 
now participate. All wards have taken on a more 
homelike atmosphere, with draperies, rugs, flowers, 
pictures, and fancy work in evidence everywhere. 
The patients take more pride in their appearance; our 
beauty parlor is swamped as is our on-ward beauty 
training program. Clothing, jewelry, perfume, and 
other accessories now being supplied by the clubs 
of the community are welcomed and appreciated. 
Colors, cosmetics, and curls have appeared to re- 
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place the drab, dull appearance the patients pre- 
sented before the program started. It is a healthy 
atmosphere. It is also evidence that a program of 
this type without facilities and personnel for re- 
habilitative measures is doomed to failure. It is 
doomed because the new drugs by themselves act 
primarily on abnormal behavior; they only open the 
door to reality. How far the patient progresses to 
normalcy is the sum total of all efforts in his behalf. 

Visits.—Being out of the hospital for at least one 
night constitutes a visit. During the two years pre- 
vious to the program, patient visits from these wards 
averaged 255 per year. During the first three years 
of the program, patient visits have averaged 562 per 
year. A major portion of this more than 100% in- 
crease in visits must be attributed to the improved 
behavior of the patients following chemotherapy. 
It is also evidence of the ability of our nurse-attend- 
ants to help the patients relearn the art of living. 

Paroles.—The parole is a trial at home or work, 
made with the intention of staying out of the hos- 
pital. During the two years previous to the program, 
146 patients were paroled from these wards. Of this 
number, 30, or 20%, remained out of the hospital. 
During the first year of the program, 150 patients 
were paroled from these wards. Of this number, 
70, or 46%, have remained out of the hospital. Dur- 
ing the second year of the program, 230 patients 
were paroled from these wards. Of this number, 
142, or 61%, have remained out of the hospital. 
During the third year 278 have been paroled from 
these wards. However, we feel that parolees should 
be followed for a year before an evaluation of the 
results is made. 

The increased number being paroled is the result 
of the total program, which includes much work 
by our social service department in overcoming the 
sociomedical problems associated with returning 
chronic patients to their home and community. The 
increased percentage staying out is due to the solid- 
ity of the behavior improvement produced by the 
program. The increase in the percentage of patients 
remaining out of the hospital during the second 
year of the program is due to our more efficient 
use of the drugs and our ability to induce a greater 
number of patients to return to their family physi- 
cian for continued drug supervision. It is our opinion 
that a parole system that furloughs all patients to 
their family physician for drug supervision might 
increase the number remaining out of the hospital 
even more, as an analysis of the records of patients 
returned to the hospital from parole revealed that 
92% had had no local medical supervision, as rec- 
ommended, and had returned because of faulty ad- 
ministration of their medicine by the relatives. 

During the two years previous to the program, 
the length of time spent in the hospital previous 
to parole from these wards averaged 8.2 years. 
During the first three years of the program, the 
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length of time spent in the hospital previous to pa- 

role from these wards has been 5.2 years. We feel 
that this demonstrates the benefit of the program 
to the more chronic type patient. 

Full Discharge—During the two years previous 
to the program, five patients each year were dis- 
charged from these wards by the staff of the hos- 
pital. During the first year of the program, 19 pa- 
tients; during the second year, 26 patients; and 
during the third year, 32 patients improved to the 
degree that they could be discharged directly from 
these wards. 

Total Out of Hospital—During the two years pre- 
vious to the program, an average of 58 patients left 
the hospital each year from these wards. During the 
first year of the program, a total of 123 patients left 
the hospital from these wards; during the second 
year of the program, 191 patients left the hospital 
from these wards. The results of the third year, al- 
though better, cannot be compiled at this time. 
However, the increase of 198 patients out of the 
hospital during the first two years of the program 
represents 263 patient years. When figured at pa- 
tient cost per year, it represents a savings that is 
three times greater than the cost of the program 
for the three years. 

Census.—During the two years previous to the 
program, admissions to these wards averaged 80 
patients per year, and the out-of-the-hospital total 
averaged 58 patients per year, resulting in a gross 
increase of 44 in our census of patients for the two 
years. During the first two years of the program, 
admissions to these wards averaged 136 patients 
per year, and the out-of-the-hospital total averaged 
157 patients per year, resulting in a gross decrease 
of 42 in our census of patients for the two years. 
It is interesting to note that in the face of a 70% 
increase in admissions to these wards during the 
first two years of the program, we were able to 
reduce our gross census to the level maintained 
four years previously. During the third year of the 
program the admissions to these wards increased 
to 163, and, although we cannot at this time give 
final out-of-the-hospital figures for the third year, 
our census has not increased. 


Conclusions 


“Chronic,” as it is applied to a mentally ill patient, 
implies that the patient has received all available 
therapy, without improving, and is, therefore, un- 
treatable. It also implies that those responsible for 
the welfare of the patient have closed their minds 
to new therapies and are willing to relegate them- 
selves to the position of custodian. 

Consequently, successful therapy, with the new 
neuropharmacological agents, for the chronic men- 
tally ill patient requires us to change our thinking. 
We must be willing to approach chronic mental 
illness as the mystery it is and be willing to work 
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persistently and flexibly with the drugs rather than 
be disappointed when they by themselves do not 
cure everyone overnight. When we approach the 
chronic mentally ill patient as the sick human that 
he is and supplement the neuropharmacological 
agents with good medical and nursing practices, 
it is then that the drugs are a valuable addition to 
our armamentarium. 

We do not maintain that the present neuropharma- 
cological agents, by themselves or when incorpo- 
rated in a program such as ours, will empty the 
hospitals of the country. The sociomedical problems 
of many chronic patients prohibit their discharge, 
and the level of recovery of others is not yet suffi- 
cient for them to be accepted in their communities. 

The data here presented indicate that a number 
of presently available neuropharmacological agents 
are safe, powerful, and effective weapons in the 
hands of general practitioners. By combining them 
with nutritional therapy, family doctors may hope 
to prevent commitment of mentally ill patients en- 
countered in their home and office practices. Gen- 
eral practitioners may well take the lead in pre- 
ventive psychiatry. 


The doxylamine succinate used in this study was supplied 
by the Wm. S. Merrell Company, Cincinnati. 

Vitamin-mineral preparations used in this work have been 
received as Viterra Therapeutic and Neobon from J. B. 
Roerig & Company, Chicago; as Vi-Syneral Therapeutic 
from U. S. Vitamin Corporation, New York; as L-Glutavite 
from the Gray Pharmaceutical Company, Inc., Newton 58, 
Mass.; as One-a-Day from the Miles Laboratories, Inc., Elk- 
hart, Ind.; and special preparations of individual B-vitamins 
from Wyeth Laboratories, Philadelphia 1, and the Gray 
Pharmaceutical Company, Inc., Newton 58, Mass. 
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A renewed interest in influenza has arisen since 
April of this year, when it was found that epidemic 
influenza was sweeping through southeastern Asia. 
Many questions concerning the effect of therapy, 
immunization, and the nature of the illness caused 
by this new variant of type A influenza virus have 
developed, after it was recognized that it could be 
carried to Europe and the Western hemisphere. Be- 
cause of this I should like to report my experience 
with an epidemic of influenza, caused by one of 
the Asian 1957 strains of influenza A virus, which 
occurred aboard the U. S. N. S. Patch during the 
period from July 10 through 19, 1957. 

The U. S. N. S. Patch is a 16,000-ton U. S. Navy 
troop-carrying transport. The personnel aboard this 
vessel are separated into three major categories of 
people who have relatively little contact with each 
other, except in the performance of specifically 
assigned duties (table 1). 

The largest category of people aboard the 
U. S. N. S. Patch are the soldiers traveling as troop 
class passengers. These men are berthed in com- 
partments which are capable of holding 200 men. 
During the voyage in question the troop class pas- 
sengers were berthed in five compartments con- 
taining approximately 100 men each. The troops 
have recreational facilities which they use exclusive- 
ly but are employed on a number of details where 
they come in contact with the other groups of 
passengers. 

The cabin class passengers, or second group, are 
composed largely of officers and dependents of mili- 
tary personnel. The dependents on the voyage in 
question occupied the same cabin as their sponsors. 
There were a total of 443 cabin class passengers, 
which included 92 children under 5 years of age, 
75 from 6 through 10 years of age, and 25 in the 
11 through 15 age bracket. The remainder of the 
cabin class group were adults. These passengers 
were berthed in cabins which contained between 
one to nine people, depending upon the size of the 
cabin and the family. 

The third group aboard the U. S. N. S. Patch 
were the permanent personnel, which included the 
ship’s crew and a small naval detachment. Of the 
permanent personnel, only members of the naval 
detachment and steward department of the ship’s 
crew had any significant contact with passengers 
in the performance of their daily duty. The perma- 
nent personnel were berthed in cabins containing 
from one to four persons. 


OBSERVATIONS AND REPORT OF AN INFLUENZA EPIDEMIC 
ABOARD A MILITARY SEA TRANSPORT 
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During the first wave of information con- 
cerning Asian influenza, an epidemic, later 
proved due to the Asian A strain, occurred 
on a military sea transport. Of 36 patients 
who were troop class passengers (in com- 
partments capable of holding 200 men), it 
was found that 22 had received polyvalent 
influenza vaccine within the past 12 months, 
and 14 had not received any influenza vac- 
cine. The estimated attack rate in the vac- 
cinated group was 28% or more. This rate 
was greater than that observed in the other 
groups on board the ship, most of whom were 
not vaccinated. In most individuals the illness 
ran a benign course. The temperatures 
reached the maximum point within 24 hours 
after the onset of the illness and subsided 
rapidly. Recovery was prompt in all cases. 














Method of Investigation 


The investigation was a joint operation of the 
medical department of the U. S. N. S. Patch and 
the virus department of U. S. Army Europe, Army 
Medical Center, Landstuhl, Germany. On July 11, 
1957, after the fifth case of influenza was seen, it 
was felt that a budding epidemic was present and 
survey forms for the collection of epidemiologic and 
clinical data were prepared. From then on, every 
person reporting to the dispensary because of a 
respiratory illness completed the survey form. Blood 
specimens from approximately 40 patients were 
obtained during the acute (within one day of seek- 
ing medical advice) and convalescent phase (10 
days after the initial specimen) of their illness. 
Pharyngeal washings were obtained from approxi- 
mately 30 patients during the acute illness, and 
white blood cell counts and differential blood counts 
were obtained from 9 patients during the acute 
illness. All patients reported on in this report were 
treated in the dispensary in the U. S. N. S. Patch. 
Because of limitation of hospital space and person- 
nel, only those patients having temperatures of at 
least 102 F (38.8 C) were admitted to the hospital. 
Those with temperatures between 100.0 F (37.7 C) 
and 101.9 F (38.8 C) were confined to their quar- 
ters and seen daily by a medical officer. All others 
were treated on an outpatient basis. 
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Results 


In general the disease was an acute febrile ill- 
ness characterized by a relatively abrupt onset, 
with fever, nonproductive cough accompanied by 
mild substernal chest pain, headache, back ache, 
sore throat, and general malaise. The course was 
self-limited and benign, with temperature descend- 
ing by crises within two to four days. 

The first patient who had influenza, a troop class 
passenger, was seen seven hours after the U. S. N. S. 
Patch departed from Brooklyn, N. Y. This patient 
had been aboard for only 10 hours and had the 
first symptoms of influenza three hours after coming 
aboard. He had spent the three days prior to em- 
barkation at Camp Dix in New Jersey, as had all 
the troop class passengers. He arrived in Camp 
Dix with a small group of soldiers who had come 
from Fort Benning, Ga. This patient was believed 
to have had influenza when. he was first seen. The 
diagnosis was clinically confirmed after the appear- 
ance of three more cases of influenza on the follow- 
ing day, July 10, 1957. The first four patients to 
develop influenza were berthed in three different 
troop compartments on the U. S. N. S. Patch. By the 
third day of the outbreak, on July 11, 1957, at least 
one case of influenza had been reported in each of 
the five occupied troop compartments. On the 
fourth day of the outbreak (July 12, 1957) 32 troop 
class passengers reported to the dispensary because 
of influenza-like symptoms. On this day two mem- 


bers of the steward department who supervised the 
troops with food-handling duties developed similar 
symptoms. These two patients did not report their 


TABLE 1.—Strength of Activity Within Which Outbreak 
Occurred 
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illness until the following day. The first cabin class 
passengers to develop signs of influenza were seen 
on July 13, 1957, the fifth day. Two of these people 
were involved in supervising troops during the 
previous two days, and one was a 12-year-old girl. 

The peak incidence of influenza among troop class 
passengers occurred between July 12 and 15, 1957, 
the fourth and seventh days (table 2 and figure). 
Among cabin class passengers the peak occurred 
between July 15 and 18, 1957, the seventh and ninth 
days of the outbreak. The attack rate among cabin 
class passengers was 16.2%, whereas 30.0% of the 
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troops were involved. Only 6.3% of the crew mem- 
bers developed influenza and they became ill over 
a six-day period from July 13 to 18, the peak inci- 
dence being on July 14, 1957. Eleven of 18 crew 
members who had influenza were in the steward 
department, 6 in the engine department, and there 
was one case reported in the deck department. On 
July 19, the 11th day of the outbreak, the passen- 
gers were debarked in Bremerhaven, Germany. On 
that day only three new cases were reported among 
the passengers. 


TABLE 2.—Daily Incidence of Influenza and Crude Attack Rate 


Day of 
Outbreak, 
July 9 
through 19 Troops Cabin Crew Total 
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Attack rate 39% 16.2% 6.8% 22.0% 


Data on age-specific attack rates were obtained 
from the cabin class passengers only. The cabin 
passengers were divided into four categories as 
follows: Under 6 years old, 6 to 10, 11 to 15, and 
over 15. The incidence of influenza was obtained 
for each group and found to be comparable in the 
three categories of those under 15 years of age, so 
they were treated as one group. Although the ex- 
posure to influenza was the same throughout the 
cabin class passengers, the incidence was 26.5% (51 
cases) in children under 15 years of age and only 
8.9% (22 cases) in the adults. It is interesting to 
note that the attack rate in adult cabin passengers 
was comparable to that seen in crew members, who 
were all adults, and that the children were more 
susceptible than adults who had equal exposure. 

From the foregoing data it is apparent that in- 
fluenza was brought on board the U. S. N. S. Patch 
among the troop class passengers and then spread 
to the cabin class passengers and to the crew mem- 
bers. There were eight cases reported in the troop 
class passengers within 72 hours of sailing, which 
is within the known incubation period of the disease. 
This means that some of the troops were exposed to 
influenza and were incubating the illness when they 
boarded the U. S. N. S. Patch. 

It is also apparent that the troops were well 
seeded with influenza on arrival, for at least one of 
the first eight cases came from each of the occupied 
troop compartments. Because the troops appeared 
so well seeded and because of the physical limita- 
tions of shipboard life, it was felt that a practical 
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method of isolation could not be devised. In order 
to limit the spread of influenza to cabin class pas- 
sengers and crew members, all nonessential contacts 
among these groups were eliminated. This attempt 
to limit the outbreak was not successful, for many 
cabin class passengers and crew members were in- 
fected on the first two days of the voyage before 
any precautions could be taken. 

The higher attack rate in the troops than in the 
other groups can be explained by the berthing ar- 
rangements. The troops lived in close quarters, with 
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large numbers of men berthed in each compartment. 
An illness spread through the respiratory tract has 
an extremely fertile field for propagation in such a 
situation. On the other hand, the other passengers 
and crew members occupied much smaller com- 
partments; not more than nine persons lived in any 
cabin. This slowed the spread and kept the attack 
rate down in cabin class passengers over 15 years of 
age and in crew members. The attack rate in cabin 
class passengers under 15 was more comparable to 
that seen in the troops than in any other group. 
These data substantiate the fact that children are 
more susceptible to influenza. 

The itinerary of the troops during the week prior 
to embarkation was investigated in an attempt to 
locate the source of the infection (table 3). Only 
the first 41 cases reported were investigated, for it 
was felt that all others could have been infected 
while on board the U. S. N. S. Patch. All had arrived 
at Camp Dix, New Jersey, within three to five days 
prior to embarkation. Prior to their arrival at Camp 
Dix, these men had been stationed at 13 different 
forts. There was no evidence to incriminate any of 
the forts at which the troops were stationed prior 
to their arrival at Camp Dix. It is probable that the 
illness was contracted at Camp Dix while the troops 
awaited transfer to the U. S. N. S. Patch. 

The protective value of the polyvalent influenza 
vaccine used by the armed forces was investigated. 
Information concerning influenza immunization was 
available for 36 patients, who were troop class pas- 
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sengers. It was found that 22 had received the 
vaccine within the past 12 months and 14 had not 
received it. If the same ratio of vaccinated and 
unvaccinated cases were maintained throughout 
the epidemic, then the total estimated number of 
vaccinated cases was 121 and nonvaccinated cases 
76. If the 76 nonvaccinated cases were subtracted 
from the total population at risk (504), 428 would 
remain, most of whom were presumably vaccinated. 
From these data, the estimated rate in the vacci- 
nated group was 28% or more. This rate was greater 
than that observed in the other groups on board 
the ship, most of whom were not vaccinated. In the 
case of the crew members, none had been vacci- 
nated. The strains of influenza A virus in the poly- 
valent vaccine used during the winter of 1956-1957 
differ immunologically from the Asian 1957 strains 
to a degree that one would not expect the vaccine 
to be effective. This theory was apparently substan- 
tiated. Data on the effect of vaccination upon the 
severity of the illness were not available for tabu- 
lation. 
Clinical Picture 

The evidence obtained concerning the duration 
of the incubation period of influenza is in accord- 
ance with previously published data.’ The first crew 
member, who must be assumed to have been ex- 
posed to influenza after the troops came on board 
the U. S. N. S. Patch, developed signs of influenza 
within 72 hours after exposure. Therefore, the in- 
cubation period for this strain of influenza can be 


TABLE 3.—Location of First Forty-one Patients 
Prior to Arrival at Camp Dix 


Location 
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as short as 72 hours, and probably shorter, for the 
first cabin class passenger to become ill developed 
symptoms of influenza 48 hours after his exposure to 
troop class personnel. The maximum length of the 
incubation period could not be estimated from the 
available data. 

Characteristically, the onset was relatively abrupt, 
with a mild nonproductive cough and mild general- 
ized headache which rapidly became quite distress- 
ing and was aggravated by coughing. Within 12 
hours after the first symptom, most patients experi- 
enced chilly sensations and became feverish. Soon 
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after the onset most patients experienced generalized 
malaise, aches in the back and thigh musculature, 
and a sore throat. Although this description charac- 
terized the onset for most patients, many complained 
of a nonproductive cough, headache, and sore throat 
for 24 to 48 hours prior to experiencing chilly sensa- 
tions and feeling feverish. Many patients complained 
of abdominal pain during the febrile period. 

Data on the relative frequency of the acute com- 
plaints showed that among 288 cases, in 83% the 
patients had a nonproductive cough, 73% had a 
headache, 69% felt feverish, 54% experienced chilly 
sensations, 52% had a sore throat, and 38% had a 
back ache. Substernal chest pain, described as a 
“tightness” or a “burning” sensation which was 
aggravated by coughing, was reported by 34% of 
the patients. Twenty-seven per cent complained of 
nausea, 8% vomited, and 4% had diarrhea. 

On examination most patients appeared acutely 
ill and had an elevated temperature. They had 
bilateral conjunctival injection and injected nasal 
and pharyngeal mucous membranes. In the uncom- 
plicated cases there were no other abnormal 
findings. 

In most individuals the illness ran a benign 
course. The temperatures reached the maximum 
point within 24 hours after the onset of the illness 
and subsided rapidly. Eighty-six per cent of the 
288 patients were afebrile in four days (27% in two 
days, 41% in three days, 27% in four days, and 14% 
in five days). The cough generally subsided in two 
to three days after they became afebrile. Most 
people complained of weakness for a day after they 
were afebrile. 

Although many patients had but one or two tem- 
perature recordings, 34% had a temperature of 
102.0 F orally, or higher, on at least one recording. 
Maximum oral temperatures recorded in 288 pa- 
tients were as follows: normal to 99.9 F, 27%; 100 to 
100.9 F, 21%; 101 to 101.9 F, 18%; 102 to 102.9 F, 
16%; 103 to 103.9 F, 14%; 104 to 104.9 F, 4%; and 
105 to 105.9 F, 1%. 

Among the 288 patients seen with influenza only 
16 had any complications. Follicular tonsillitis was 
seen in eight patients and otitis media in two. 
Bronchitis, characterized by the presence of the 
usual signs and symptoms of influenza, the pres- 
ence of rhonchi on auscultation of the lungs, and a 
normal chest x-ray, was present in five patients. 
One patient who had preexisting aortic stenosis 
and pulmonary fibrosis developed pulmonary 
edema when he got influenza. Two patients were 
prostrate and delirious when their temperatures 
spiked to over 105 F. 
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Therapy in all patients except those who showed 
any complication was symptomatic. This consisted 
of acetylsalicylic acid and a cough mixture con- 
taining elixir turpinhydrate and codeine. Recovery 
was prompt in all cases. Chemotherapy was used 
only in cases where a complication existed. 


Laboratory Studies 


Clinical laboratory studies were limited to white 
blood cell counts and differential white blood cell 
counts in nine patients. All showed a leukocytosis 
of 9,000 to 13,000 white blood cells per cubic milli- 
meter, and all patients had polymorphonuclear 
leukocytes (68-80%) in the differential count. 

The U. S. Army Europe Medical Laboratory in 
Landstuhl, Germany, has been able to isolate the 
causative agent from throat washings obtained from 
patients during the acute phase of the illness. The 
virus isolated was shown to be closely related to 
A/Japan/305/57. A specific antibody rise to the in- 
fecting virus was also demonstrated by comparison 
of the acute and convalescent blood serums. 


Summary 


Of 1,228 persons aboard the U. S. N. S. Patch 
during the period of July 10, 1957, to July 19, 1957, 
288 contracted influenza for an over-all attack rate 
of 22%. The attack rates for the three categories 
of passengers aboard the vessel were as follows: 
troops, 39%; cabin class passengers, 16.2%; and 
crew, 6.3%. The age-specific attack rate for cabin 
class passengers was 26.5% for persons under 15 
years of age and 8.9% for personnel 15 years and 
older. There were no deaths during this epidemic. 
In general the illness was mild and recovery prompt 
without the use of chemotherapy. The evidence 
obtained during this epidemic pointed to the failure 
of polyvalent influenza vaccine in preventing this 
present illness. 

227 Private Way, Lakewood, N. J. 

The opinions expressed herein are the private ones of the 
author and are not to be construed as official or reflecting 
the views of the Navy Department. 

Major T. Dunne, M. C., U. S. Army, Capt. John G. Stu- 
benbord III, M. C., U. S. N., and Dr. M. Siegel assisted in 
preparation of this report. 
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CLINICAL NOTES 








Since the isolation of the Asian influenza virus in 
May, 1957,’ there has been a tremendous marshall- 
ing of public health services, research and laboratory 
teams, and production facilities. Further, as one of 
the phenomena of our times, we have seen in the lay 
press immediate and broad coverage of all aspects 
of an anticipated influenza epidemic, of vaccine 
production and distribution difficulties, and of the 
uncertainties of dosage schedules and efficacy of the 
vaccine. As is natural, an enlightened public has 
sought immunization at a time when supplies of the 
vaccine are insufficient to meet the demand and, in- 
deed, at a time when the physician has only the most 
general statements for guidance in his immunization 
procedures. Under these circumstances it is under- 
standable that, with previous experience with in- 
fluenza vaccine of the ordinary type as precedent,” 
attempts have been made to stretch the limited 
supply of the Asian influenza vaccine by the admin- 
istration of 0.1 ml. intradermally as opposed to 1.0 
ml. subcutaneously. Certainly there is a paucity of 
data bearing on this point, to either support or 
negate the equivalence of these different doses ad- 
ministered by different routes. In hope of contribut- 
ing to clarification, this preliminary report is 
presented. It is part of a much more comprehensive 
appraisal of various schedules of immunization, en- 
compassing over 500 patients, that will be reported 
later. 

This study was directed toward obtaining in- 
formation on three questions: 1. Can antibodies 
against Asian influenza virus be found in the serum 
of elderly people who have survived the pandemics 
of 1918 and 1889 and exposure to many influenza 
virus strains over the years? 2. Can previous experi- 
ence with Asian influenza virus perhaps be deter- 
mined by eliciting an anamnestic response in aged 
persons with use of polyvalent vaccine that con- 
tains no Asian influenza component? 3. Does vac- 
cination with 0.1 ml. intradermally elicit antibody 
responses comparable to those following 1.0 ml. of 
vaccine subcutaneously? 





Director of Research, Norristown State Hospital (Dr. Boger), and 
Research Associate, Department of Virology, Merck Sharp & Dohme 
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SUBCUTANEOUS AND INTRADERMAL VACCINATION 
WITH ASIAN INFLUENZA VACCINE 


William P. Boger, M.D., Norristown, Pa. 
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The Asian influenza vaccine used in this investi- 
gation contained 500 chick cell agglutinating (CCA) 
units per milliliter, which is roughly two and a half 
times the content of presently available commercial 
vaccine. Individually autoclaved needles and syr- 
inges were used for all procedures in order to ob- 
viate the risk of serum hepatitis transmission. Blood 
samples were obtained before immunization and 
two and four weeks subsequently. Blood samples 
were allowed to clot at room temperature and then 
retract in the refrigerator overnight. The serum was 
harvested into 10-ml. sterile vials and held at -4 C 
until titrated. Hemagglutination inhibition (HI) 
tests were performed with all serums thus obtained. 
The three samples from each patient were titrated 
simultaneously so that laboratory conditions were a 
constant. The exact technique used has been pre- 
viously described.* Twofold dilutions in 0.2 ml. of 
isotonic sodium chloride solution were made in 
duplicate for each serum sample. To the tubes of 
one set was added 0.2 ml. of saline solution and to 
the other set, 0.2 ml. of saline solution containing 4 
hemagglutinating units of Asian influenza virus (Ja- 
pan/305 at its 19th passage in chick embryos ). Then 
0.2 ml. of a 1% chicken red blood cell suspension 
was delivered into each tube. After thorough shak- 
ing and incubation at 4 C for from 60 to 90 minutes, 
the results of the hemagglutinating pattern were 
recorded. The reciprocal of the highest dilution of 
serum which produced a complete inhibition was 
considered as the titer of antibody against the 
Asian virus antigen. 

At the Norristown State Hospital it was not diffi- 
cult to find 90 patients 70 or more years of age and 
about equally distributed between the sexes. Aware 
of the likelihood that the strain of virus, presently 
designated as Asian, may have been the cause of 
influenza in the past, particularly in central Europe," 
we made an especial effort to discover the birth- 
place of our patients. Some of the individuals studied 
were born in England, Scotland, Ireland, Italy, Swit- 
zerland, Austria, Germany, Rumania, and Russia, the 
remainder were Americans. The 90 persons were 
divided arbitrarily into four groups, each one of 
which was differently immunized: group 1—15 per- 
sons, 0.1 ml. of polyvalent vaccine without an Asian 
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component, intradermally; group 2—25 persons, 1.0 
ml. of polyvalent vaccine, subcutaneously; group 3— 
28 persons, 1.0 ml. (500 CCA units) of monovalent 
Asian vaccine, subcutaneously; group 4—22 persons, 
0.1 ml. (50 CCA units) of monovalent Asian vac- 
cine, intradermally. 
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PATIENTS WITH 4 og 22/27 20/22 
ANTIBODY TITER (81%) (91%) 
Fig. 1.—Subcutaneous vaccination of 28 persons with 1.0 
ee. (550 CCA units) of Asian influenza vaccine. 


The preimmunization (control) samples from the 
90 elderly persons revealed two serums with appar- 
ent titers against Asian influenza virus. These were 
from two native-born Pennsylvanians and showed a 
1:8 titer which cannot be regarded as nonspecific 
inhibition since it was confirmed by an appropriate 
complement-fixation test. These two individuals fell 
into group 1 and were immunized intradermally 
with 0.1 ml. of polyvalent vaccine without Asian 
component. Serums taken two and four weeks after 
vaccination also showed 1:8 titers against Asian 
virus. At present there seems no reason to regard 
these findings as artifacts; however, an adequate ex- 
planation is awaited. None of the other 13 members 
of this group responded to vaccination. 

Three individuals in group 2 (vaccinated sub- 
cutaneously with 1.0 ml. of polyvalent vaccine) 
showed no original antibody titers but did respond 
to immunization. One woman aged 80, born in 
Russia, showed at two and four weeks, respectively, 
titers of 1:8 and 1:8 against the Asian virus antigen. 
Another woman aged 77, born in Rumania, showed 
no titer at two weeks but a 1:16 titer at four weeks. A 
third woman aged 70, born in Austria, at two weeks 
had 1:16 and at four weeks 1:4 titer against the 
Asian virus. The interesting responses of these three 
elderly women of central European extraction 
might be explained in at least three ways: 1. They 
might have had an unrecognized infection during 
the course of our study that was in fact Asian in- 
fluenza. This seems unlikely since the character of 
influenzal infection is such that an outbreak should 
have occurred, and it did not. 2. There is the pos- 
sibility that in polyvalent influenza vaccine there is 
enough antigenic material related to the Asian strain 
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sufficiently closely to have stimulated in these elder- 
ly folks, with much previous immunological experi- 
ence with virus strains, an antibody that behaves 
like those against the Asian strain which is used as 
antigen in the test. 3. Lastly, the nonspecific poly- 
valent vaccine may have evoked an anamnestic re- 
sponse. This explanation would then tend to confirm 
the reports of Asian virus antibodies found in elder- 
ly persons in Holland and in Poland.* It was of 
interest that, when the oldsters in this study were 
told the purposes of the investigation, they spoke 
frequently of relatives and friends who had died of 
influenza in 1918. 

With the exception of the three patients just dis- 
cussed, polyvalent vaccine containing A, A’, and B 
strains has failed to stimulate Asian strain antibodies. 
The converse with regard to the Asian influenza 
vaccine is not true. In another study we have already 
shown that the monovalent Asian vaccine stimulates 
titers of antibodies against ordinary A, A’, and B 
strains. The quantities of serum permitting, the 
samples drawn for the study here reported will be 
titrated for their antibody titers against the common 
strains. 

Figure 1 presents the titers of 28 persons in group 
3 immunized subcutaneously with 1.0 ml. (500 CCA 
units) of monovalent Asian influenza vaccine. The 
appearance of antibodies at two weeks in 22/27 
(81%) and at four weeks in 20/22 (91%) of the 
persons sampled indicates excellent responses to the 
antigen. The discrepancy between the number of 
persons originally immunized and those from whom 
samples were subsequently taken reflects inability 
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Fig. 2.—Intradermal vaccination of 22 persons with 0.10 
ce. (50 CCA units) of Asian influenza vaccine. 


to obtain full cooperation in the case of all patients. 
It is suggested that antibody titers are already fall- 
ing at four weeks. 

Figure 2 gives the results in 22 persons, group 4, 
who were immunized intradermally with 0.1 ml. 
(50 CCA units) of monovalent Asian vaccine. The 
development of antibodies at two weeks in only 
6/22 (30%) and at four weeks in only 8/22 (36%) of 
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the patients and then at a lower titer seems to clear- 
ly indicate that 0.1 ml. intradermally is not equiv- 
alent to 1.0 ml. as an antigenic stimulus in these 
elderly patients. 

Comment 


The conditions and limitations of this study have 
been plainly stated. Within these limits the evidence 
seems clear that vaccination with 50 CCA units of 
Asian influenza vaccine intradermally is not the 
equivalent of vaccination with 500 CCA units sub- 
cutaneously. Since the commercially available vac- 
cine has a potency of approximately 200 CCA units 
per milliliter, it is unlikely that 0.1 ml. (20 CCA 
units) of this material will be effective in stimulat- 
ing antibodies in significant amounts in any but a 
small percentage of adults. Although there are bi- 
ological vagaries, there is no reason to believe that 
20 CCA units given intradermally will convert as 
many patients as did the 50 CCA units given intra- 
dermally used in this study, and our 30-36% con- 
version does not compare favorably with the results 
obtained with use of 500 CCA units subcutaneously. 

It is acknowledged that as yet it has not been 
demonstrated to what extent the development of 
antibodies means immunity. However, on the basis 
of knowledge of other diseases in which vaccines 
have proved to be of service, one is led to believe 
that the development of antibodies is better evi- 
dence of immunity than is the absence of such anti- 
body formation. If this assumption be valid, it seems 
clear from the data presented here that vaccination 
subcutaneously with 1.0 ml. (200 CCA units) of 
presently available material should be recommended. 

The authors feel that vaccination with 0.1 ml. (20 
CCA units) of the commercially available Asian 
influenza vaccine intradermally is not optimal prac- 
tice for the immunization of adults. Presently there 
are no published data to support the statement that 
vaccination with 0.1 ml. intradermally is equivalent 
to vaccination with 1.0 ml. subcutaneously. Never- 
theless, it has been recommended by some, without 
evidence, that this method of immunization be used, 
and many physicians seeking advice have been 
guided by this suggestion. If data are available that 
will support this practice, then, indeed, it seems 
almost obligatory to extend the limited supplies of 
vaccine to permit the early vaccination of as many 
persons as possible. Without such data and until 
they are forthcoming, it would seem wise, on the 
basis of such information as has been presented here, 
to recommend that such small intradermal doses not 
be used. 

It is to be understood that the interdiction of 0.1- 
ml. intradermal doses applies only to the vaccina- 
tion of adults. It is entirely possible, although we 
have seen no published data, that in the smaller 
bodies of youngsters this 0.1-ml. intradermal dose 
may be an adequate antigenic stimulus. With regard 





ASIAN INFLUENZA VACCINE—BOGER AND LIU 1689 


to age of the individual it seems appropriate to men- 
tion the possibility that vaccination with influenza 
virus strains is superimposed upon the immunologi- 
cal experience of the individual being vaccinated. 
Whereas the oldster may be “less vital” than a 
youngster as a responding organism, his tissue ex- 
perience from previous encounters with viruses of 
all kinds is much greater. Whether this previous ex- 
perience will result in better response to vaccination 
in the older patient than in the younger remains to 
be determined. 


Summary and Conclusions 


Preimmunization serum samples of 90 persons, all 
over 70 years of age, showed two native-born 
Pennsylvanians who had 1:8 antibody titers against 
Asian influenza virus. The reason is not apparent. 
Of 25 elderly individuals vaccinated subcutaneously 
with 1.0 ml. of a polyvalent influenza vaccine with- 
out any Asian component, three women born in 
Russia, Rumania, and Austria, respectively, devel- 
oped significant titers of antibodies against the Asian 
strain of virus. It is suggested that these individuals 
may have been exposed to Asian virus during early 
life in Europe and that an anamnestic response was 
evoked. 

Antibody titers against Asian virus were stimu- 
lated in 22 of 28 individuals by the administration 
of 1.0 ml. (500 CCA units) of monovalent vaccine 
subcutaneously. In sharp contrast, only 8 of 22 per- 
sons developed antibody titers, and then at a lower 
level, in response to 0.1-ml. (50 CCA units) intra- 
dermal doses of monovalent Asian vaccine. 

On the basis of the findings of this study it is 
difficult to avoid the conclusion that a 0.1l-ml. (20 
CCA units) dose of presently available commercial 
vaccine is an inadequate antigenic stimulus for 
adults. The recommended immunization procedure 
for adults should be administration of 1.0 ml. (200 
CCA units) subcutaneously. 


The authors are indebted for technical assistance in the 
carrying out of this study to R. G. Malsberger, A. DeSanctis, 
F. Wiener, M. Shoemaker, and V. Cassella. 


Merck Sharp & Dohme Research Laboratories supplied the 
Asian influenza vaccine (lot no. 43917) used in this investi- 
gation and furnished the influenza virus vaccine-polyvalent 
(lot no. 36245B2—a civilian formula). 


References 


1. Burney, L. E.: Influenza, J. A. M. A. 16432029-2033 
(Aug. 31) 1957. 

2. Van Gelder, D. W.; Greenspan, F. S.; and Dufresne, 
N. E.: Influenza Vaccination: Comparison of Intracutaneous 
and Subcutaneous Methods, U. S. Nav. M. Bull. 473:197-206 
(Jan.-Feb.) 1947. 

3. Jensen, K. E.: Influenza, in Diagnostic Procedures for 
Virus and Rickettsial Diseases, New York, 1956, American 
Public Health Association, pp. 241-262. 

4. Jensen, K. E.: New Set of Type A Influenza Viruses, 
J. A. M. A. 164s2025-2029 (Aug. 31) 1957. 















J.A.M.A., Nov. 30, 1957 








DIAGNOSTIC PROBLEMS 












POLYARTHRITIS, FEVER, AND LYMPHADENOPATHY IN A YOUNG MAN 


Clinical Data and Discussion 


Clinical Pathologic Conference (PM 1281-56), Jan. 17, 1957, from the Department of Pathology 








and the Hektoen Institute for Medical Research of Cook County Hospital, Chicago, presented 


Dr. S. Howard Armstrong Jr.: A 17-year-old Ne- 
gro was admitted with an illness which began six 
weeks previously with sore throat. Three weeks 
later, severe migratory polyarthritis which involved 
his shoulders, elbows, wrists, ankles, hands, feet, 
and hips developed. He also had persistent fever 
with temperatures to 101 F (38.3 C), swelling of 
his face, cough productive of mucoid sputum, some 
shortness of breath, nocturia (two times a night), 
and genital itching. His systemic symptoms were 
weakness and fatigue, but no chills as are seen in 
acute blood stream infections. Two weeks before 
admission, he had a tooth extracted, in an attempt 
to remove a possible focus of infection. 

On admission he appeared subacutely ill, with 
a respiratory rate of 52, a pulse rate of 144, and 
a suggestion of hepatojugular reflux, although his 
neck veins were not engorged. His blood pressure 
was 130/94 mm. Hg, temperature 104 F (40 C), 
weight 120 lb. (54.4 kg.). His face showed a slight 
edema. There was a generalized crusted papular 
skin eruption, with excoriations on his face. His 
tonsils were enlarged and covered with exudate. 
A generalized lymphadenopathy involved his pos- 
terior cervical, axillary, and inguinal nodes, in addi- 
tion to the submandibular nodes drained by the 
tonsils. Splenic dulness was increased, although the 
spleen was not definitely felt. His heart was en- 
larged to the anterior axillary line in the sixth inter- 
costal space and the term “embryocardia” was used 
to describe the heart tones. The pulmonic second 
sound was louder than the aortic. No friction rub 
or murmur was heard. There was no paradoxical 
pulse to suggest pericardial effusion, though later 
the house staff removed 2 qt. (2,000 cc.) of fluid in 
five pericardial taps. His extremities showed rem- 
nants of hot, tender, painful, swollen joints, and 
there was some pitting edema of his sacrum and 
ankles. There were no pulmonary rales, but the base 
of his left lung showed signs of diminished aeration, 
either on the basis of pulmonary infiltration or as 





Dr. Kushner is Associate Director of Medical Education, Cook 
County Hospital, and Instructor in Medicine, Northwestern University 
Medical School; Dr. Szanto is Director, Department of Pathology, 
Cook County Hospital, and Professor of Pathology, Chicago Medical 
School. 

Dr. Armstrong is Director of Medical Education, Cook County 
Hospital, and Professor of Medicine, University of Illinois. 





for publication by Daniel S. Kushner, M.D., and Paul B. Szanto, M.D. 





a consequence of his enlarged heart or what sur- 
rounded it. We have, then, a history of six weeks of 
iless characterized by sore throat, hot tender joints, 
high respiratory rate, high pulse rate, and an en- 
larged heart with or without pericardial effusion. 

The following diagnoses must be considered: 
(1) rheumatic fever; (2) septic arthritis, such as 
diplococcic, streptococcic, micrococcic, or neisserial; 
(3) an atypical allergic reaction to tuberculin; and 
(4) lupus erythematosus. A rare condition to men- 
tion, which I believe unlikely, is Streptobacillus 
moniliformis infection. Three blood cultures were 
negative. How much serum enrichment do you 
use now? 

Dr. W. Metzger: The blood culture mediums con- 
tain a brain-heart broth. 

Dr. Armstrong: Then there is no enrichment with 
human ascitic fluid or human serum. This organism 
can be cultured on 20 or 30% ascitic fluid enrich- 
ment of the mediums. I can remember one patient 
diagnosed as having rheumatic fever, in whom the 
diagnosis of S. moniliformis was made by a fourth- 
year medical student when he elicited a history of 
rat bite in the course of the patient’s work as an 
experimental psychologist, in putting rats through 
mazes. The identification of the organism in that 
case was confirmed by culture. One will find this 
disease more often if one thinks of it and asks for 
special cultures, but it is a rarity. The information 
thus far points to acute lupus erythematosus. From 
a disease which used to have fairly definite charac- 
teristics lupus has come to include the large variety 
of conditions described by Harvey.’ In favor of 
lupus we have lymphadenopathy, enlarged spleen, 
and sites of joint involvement unusual for rheumatic 
fever, such as the hips. Two L. E. cell preparations 
were negative, but that does not exclude lupus. 
The hemoglobin and erythrocyte count were of no 
differential value in this case. The leukocyte count 
was 12,200 per cubic millimeter. Patients with rheu- 
matic fever and lupus have elevated sedimentation 
rates, as did this patient (56 mm. in one hour). 
Urine contained a trace of albumin, 80 erythrocytes 
per high-power field, and occasional hyaline casts. 
The gamma globulin level was 3 Gm. per 100 cc. 
and there was a positive cephalin flocculation (4-+- ) 




















Vol. 165, No. 13 


and elevation of the thymol turbidity (10.4 units), 
which are more characteristic of lupus than of 
rheumatic fever. 

Dr. Irving Greenberg: On the initial film, the heart 
was enlarged in its transverse diameter. It was pear- 
shaped, and the cardiophrenic angles were not as 
acute as they should have been. This is consistent 
with a diagnosis of pericardial effusion, although 
a severe myocarditis could simulate these findings. 
There was some infiltration in both lung fields. 
The apexes were apparently spared. This film did 
not suggest pulmonary tuberculosis. This pattern 
could be consistent with small patches of pneumo- 
nitis or increased vascularity, but there was a 
tendency toward horizontal plate-like appearance 
which is not usually seen in congestive changes. 
The rib cage apparently was intact and there was 
no evidence of involvement in either costophrenic 
angle. In the next film, there was a faint radiolu- 
cency along the left cardiac border which would fit 
with the history of a needle having been inserted 
in the pericardial sac, fluid withdrawn, and air 
injected. The pulmonary changes were more evi- 
dent. The apexes were spared and the bases showed 
no congestive changes associated with cardiac fail- 
ure. Small patches of pneumonitis were seen in 
both mid-lung fields. The original film showed the 
diaphragm to be smooth in contour with no evidence 
of infiltration above it. In summary, the patient 
had a pericardial effusion with no changes that 
were typical of tuberculosis. 

Dr. Armstrong: From the electrocardiographic 
tracings, I do not think a differentiation between 
myocarditis and pericarditis could be made. 

Dr. L. Feldman: Leads 1, 2, and 3 showed evi- 
dence of right ventricular preponderance. V-1 was 
not normal because the R wave was greater than it 
should have been, which speaks for strain of the 
right side of the heart. The T waves were inverted 
in V-2 and V-3, which could speak for pericarditis, 
but in this patient it could be a juvenile type of 
electrocardiogram, and within normal limits. 

Dr. Armstrong: Another laboratory finding is the 
normal blood Kahn test, and in lupus as well as 
in S. moniliformis infection one sees false-positive 
serologic reactions. The protein content of the 
pericardial fluid was 5.4 Gm. per 100 cc. I saw the 
patient at least twice. He was first put on salicylate 
therapy when the diagnosis was considered to be 
rheumatic fever, and he was given 600,000 units of 
penicillin daily during his whole course. His blood 
salicylate level was 30 mg. per 100 cc., which is a 
therapeutic level and is not the level at which I per- 
sonally have seen gastrointestinal bleeding follow- 
ing the depression of prothrombin, although bleed- 
ing at this level does occur. On the other hand, the 
point is made that in someone with rheumatic fever 
and/or lupus and/or erythema nodosa, the same 
level may cause a mild depression of prothrombin, 
but vascular changes and irritation of the gastric 
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mucosa by the salicylates may produce bleeding. 
Also we know that about 5% of patients with lupus 
have gastrointestinal bleeding, and this can origi- 
nate anywhere between the esophagus and the 
rectum. 

In this patient, the prothrombin level was not de- 
termined before he was transfused, and we cannot 
say which factor was involved other than that 
initially the platelet count was adequate. Anyway, 
in the early stages the bleeding was not the serious 
problem that it became later. The patient simply 
developed salicylate intoxication, was given corti- 
sone, and became psychotic. Extensive review * on 
the mechanisms for psychosis, in and after steroid 
therapy, provides no real explanation. Psychosis 
can occur in lupus erythematosus, but Bell’s mania 
can also occur as a rare complication of rheumatic 
fever. The psychosis was treated with thorazine. 
The patient was given streptomycin, cortisone ther- 
apy was reinstituted, and his psychosis improved. 
He was again given salicylates, and on this combi- 
nation of therapy he seemed to be improving, even 
though he had fever and his heart was still enlarged. 
At this point the signs of pericardial effusion be- 
came so evident that he was tapped. There were no 
acid-fast organisms in this fluid and his sputum was 
normal. 

Because of the suspicion that this might be a 
tuberculous process in addition to or related to the 
other phenomena, he was gradually taken off corti- 
sone and was given corticotropin. He was given 
isoniazid in addition to streptomycin and amino- 
salicylic acid. Attempt at gastric lavage produced 
bloody gastric contents. Blood transfusions totaled 
1,250 cc. Duodenal suction was applied one day, 
and then for two days he was given milk drip, 
aluminum hydroxide gel, a milk and cream mixture, 
and tincture of belladonna, On this regimen he 
began to improve. The antirheumatic, antilupus 
type of therapy was discontinued, and the peri- 
cardial effusion returned, requiring more aspira- 
tions. Patients with lupus may continue to have 
pericardial effusion on full steroid therapy, while 
usually one with rheumatic fever will not have 
recurrent effusions. 

At this point, the patient had a grave hemateme- 
sis and, because of the possibility of a steroid- 
induced ulcer, those of us who saw him believed 
that an exploratory operation was essential to con- 
trol the bleeding. The surgical service hesitated 
to operate on a patient who had lost so much blood, 
but when continued transfusions did no good, he 
was taken to the surgery. After spinal anesthesia 
was started, he had cardiac arrest; cardiac massage 
kept him alive only one and a half hours, then he 
died. Anyone with lupus is subject to sudden death. 
Furthermore, a man may suddenly die on the street 
and be found to have a heart full of Aschoff bodies, 
even though he never had any joint symptoms. 
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In my initial impression I believed that this pa- 
tient had rheumatic fever rather than lupus on a 
statistical basis, but in reviewing the whole situation 
now I think I would like to call this lupus. While 
we hoped the surgeons might find an ulcer, I know 
enough about the gross autopsy findings to say that 
an ulcer was not found. I think the best diagnosis 
is acute lupus erythematosus with diffuse vascular 
damage, with a generalized hemorrhagic process in 
the gastrointestinal tract, perhaps salicylate ero- 
sions, and with severe myocardial damage, related 
to different phenomena and not to the fact that he 
had a spinal tap. I would like to ask what was the 
service’s diagnosis before autopsy? 

Dr. Eugene Krasnow: The diagnosis was very 
much as you have indicated, except that when the 
patient continued to go downhill on steroid ther- 
apy and failed to respond as we would have ex- 
pected had his been a rheumatic heart, we were 
looking for straws in the wind. Since the roentgeno- 
grams suggested infiltrative pulmonary disease and 
there was pericardial effusion, we diagnosed tuber- 
culosis, perhaps looking for something specific and 
not really being convinced about the diagnosis. 
The persistent bleeding had us confused. One of 
our problems concerned the use of steroids at the 
time of operation in such a patient, and I would 
appreciate your comment on whether he should 
have been given steroids before he was taken to the 
surgery. 

Dr. Armstrong: He should have had steroids, but 
I am not sure that that would have prevented his 
death. As for tuberculous infection, one cannot rule 
that out. 

Dr. Frederick Steigmann: I ‘would suggest that 
any person who has had cortisone must receive 
steroids preoperatively. ; 

Dr. Louis Feldman: I would agree with Dr. Arm- 
strong that one must think of lupus here. Rheumatic 
fever is unlikely because it seldom causes massive 
pericardial effusion, requiring repeated aspiration. 
Tuberculosis could not produce the enlargement of 
the heart present here unless there was both rheu- 
matic fever and tuberculosis. A diagnosis of lupus 
would account for the pericardial effusion, the 
cardiomegaly, the arthritis, and everything else. 

Dr. Benjamin Gasul: This is probably a fulminat- 
ing lupus. The most important argument against 
rheumatic fever is that rheumatic pericarditis or 
myocarditis does not occur without a murmur. 

Dr. Armstrong: In an adult I would disagree with 
you, but I would not disagree about a child. 

Dr. Gasul: I think the endocardium should be 
involved, but whether the endocardium is necessari- 
ly involved in an adult with rheumatic fever, I do 
not know. 

Dr. Armstrong: It is usually involved. 

Dr. Gasul: To me this is the strongest point 
against a diagnosis of pure rheumatic fever. I feel 
the same way about the other factors that have 
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been pointed out. Tuberculosis seldom involves 
the endocardium, but it will not cause joint in- 
volvement such as this patient had. I would put 
lupus first. 

Dr. Steigmann: Could this patient have had a 
hypersensitivity reaction to some of the drugs 
given before his admission without having lupus 
or rheumatic fever? 

Dr. Armstrong: There is a hypersensitivity arteri- 
tis that the pathologist says involves the small 
vessels and is characterized by eosinophils in the 
tissues. This condition did not impress me as being 
due to hypersensitivity. 

Dr. Gasul: The electrocardiogram was most un- 
usual for pure rheumatic fever. It revealed more 
involvement of the right side of the heart than the 
left. The first one with changes in the Q and R 
waves showed high pressure in the right ventricle. 
There is no evidence of left ventricular hypertrophy. 

Dr. John O'Donoghue: We have had called to our 
attention today the importance of cortisone given 
before operation in patients who have been on 
cortisone therapy. We have no way of measuring 
the activity of the adrenals. Maybe this boy had 
adrenal exhaustion and any manipulation would 
have been enough to cause a severe imbalance. I 
want to deprecate spinal anesthesia. I have seen 
too many deaths from nonphysiological anesthesias. 
Mortality is higher under spinal than under an 
inhaled anesthesia because there the anesthetist, 
supported by his knowledge of pharmacology, is 
prepared to handle his problems. If you give a 
spinal anesthetic, you can only hope there will be 
no accident. 

Dr. Jacob Fisher: If this was lupus why did the 
patient not respond to corticotropin? We had a 16- 
year-old patient who had a fulminating type of 
lupus with rash and fever, and his improvement 
after steroids was dramatic. 

Dr. Armstrong: In the first 15 cases I saw here in 
Chicago, we had one that did not respond to a 
dosage of 200 mg. As a larger series is accumulated, 
it looks as though about 5% of the patients with 
acute, fulminating cases will go downhill no matter 
what is done. This boy was not doing badly before 
the hemorrhages started. What killed him was 
exsanguination. Probably the anesthesia was wrong, 
and there was the omission of steroids, but there 
is the occasional patient with lupus who will die 
anyway. 

Question: Could this man have been carried 
along without operation? 

Dr. Armstrong: Perhaps, but I doubt it. 

Dr. Krasnow: We waited three days with him 
and he was bleeding severely. We waited because 
he was not in good condition for operation, but 
we thought we had waited as long as we could. 

Question: Did he show evidence of renal failure? 

Dr. Krasnow: No. 
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Clinical Diagnosis.—The final clinical diagnosis 
was acute lupus erythematosus with diffuse myo- 
cardial damage and myocarditis and generalized 
gastrointestinal hemorrhage, perhaps related to 
salicylate erosions. 


Pathologist’s Report 


Dr. Paul Szanto: At autopsy there was periorbital 
edema and numerous depigmented areas on and 
around the nose. The pericardial cavity contained 
150 cc. of serous fluid. The heart was moderately 
hypertrophied and dilated and weighed 350 Gm. 
All valves were normal. The right pleural cavity 
contained 150 cc. and the left 250 cc. of clear fluid. 
The lungs were of rubbery consistency, with small 
atelectatic and bronchopneumonic foci in both low- 
er lobes. The spleen was moderately enlarged 
(weight, 250 Gm.). It was at the borderline of 
clinical palpability, firm, and the follicles on cut 
section were prominent. The kidneys were enlarged 
(combined weight, 430 Gm.), pale, and smooth, 


Fig. 1.—Fibrous thickening and narrowing of the lumen 
of a branch of coronary artery (hematoxylin-eosin stain, x 
120). 


resembling the large white kidney of subacute 
glomerulonephritis. There was moderate enlarge- 
ment of the cervical and axillary lymph nodes. 

Confronted with these relatively meager findings 
at the autopsy table, and considering the clinical 
history ard findings, the following possibilities had 
to be entertained: (1) systemic disseminated lupus 
erythematosus (S. L. E.), (2) hypersensitivity angi- 
itis, (3) rheumatic disease associated with subacute 
glomerulonephritis, and (4) rheumatoid disease as- 
sociated with glomerulonephritis. 

The relatively infrequent association of glomeru- 
lonephritis and either rheumatic * or rheumatoid 
diseases makes the last two considerations unlikely. 
On the other hand, the skin lesions, polyserositis, 
and gross appearance of the kidney are more sug- 
gestive of systemic lupus erythematosus than hyper- 
sensitivity angiitis. 
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The characteristic microscopic features of S. L. E. 
which we would expect to find in this instance are 
as follows: 1. Fibrinoid degeneration characterized 
by eosinophilic swelling of the collagen fibers. This 
occurs both in the walls of blood vessels and diffuse- 
ly in the interstitial connective tissue of various 
organs and serous membranes. 2. Arteritis and phle- 
bitis of the smaller vessels (making less sharp, 


Taste 1.—Cardiac Findings 


Typical of Systemie Lupus Erythematosus 
Normal size or moderately enlarged 


In This Case 


Moderately 
hypertrophied 
and dilated 


Serofibrinous or chronic pericarditis 
Fibrinoid degeneration of pericardium 
Myocardium 
Inflammatory foci 
Interstitial edema 
Myofibrosis (healed minute infarcts?) 
Vasculitis 
Nonbacterial verrucous endocarditis ................... Absent 
Terminal! bacterial endocarditis (superimposed)....... Absent 


in some cases, the morphologic distinction between 
S. L. E. and hypersensitivity angiitis ). 3. Arterial and 
periarterial fibrosis, especially in the spleen. 4. 
Hematoxylinophilic bodies, characteristic but not 
pathognomonic for S. L. E.,* occurring especially in 
the heart, kidney, ovary, and lymph nodes. 

In this case, the microscopic findings were as 
follows: The epicardium showed lymphocytic in- 
filtration and fibrinoid degeneration of collagen 
fibers. The arteries of the myocardium were thick- 
ened, with resulting narrowing of the lumina (fig. 
1); their walls were trequently infiltrated by lym- 
phocytes. Scattered throughout the myocardium 
were spindle-shaped perivascular foci of fibrosis, 
but active Aschoff bodies were absent. The inter- 
stitial connective tissue was edematous and foci of 
plasma cells, lymphocytes, and histiocytes were 
scattered throughout (table 1). The pleura showed 
fibrous thickening. Pronounced changes of the small 
pulmonary arteries were characterized by fibrinoid 
degeneration, infiltration of the walls by inflam- 


TaBLeE 2.—Pulmonary Findings 


Typical of Systemic Lupus Erythematosus In This Case 
Serofibrinous or chronic pleurisy....................66. Present 
Fibrinoid degeneration of pleura Absent 
Pulmonary parenchyma 

Basophilic mucinous edema Absent 
es kwtcncceseesevesvesseseons Absent 
Interstitial pulmonary fibrosis .....................5- Present 
Absent 
Present 


matory cells, chiefly lymphocytes and plasma cells, 
fibrosis, and narrowing of the lumina (fig. 2). In 
the absence of cor pulmonale, it may be assumed 
that the vascular changes leading to narrowing of 
the lumina developed rather recently. The alveolar 
septums were definitely thickened. Bronchiolitis 
and bronchopneumonia were terminal complica- 
tions (table 2). 
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Most of the renal glomeruli showed endothelial 
proliferation in the glomerular capillaries, the find- 
ings of proliferative glomerulonephritis, with foci of 
karyorrhexis. Some of the glomeruli showed inten- 
sively eosinophilic thickening of the basement mem- 
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Fig. 2.—-Fibrous thickening of the wall of a pulmonary 
artery, and thickening of the alveolar septums (hematoxylin- 
eosin stain, X 120). 


with Mallory stain, presenting the typical “wire- 
loop” appearance (fig. 3). Another typical finding 
was the presence of hematoxylinophilic (baso- 
philic) bodies (fig. 4) in a few glomeruli. The 
combination of the “wire-loop” appearance of the 
capillary loops with the presence of basophilic 
bodies is almost pathognomonic for S. L. E.* The 
small arteries showed moderate fibrinoid degenera- 


TaBLe 3.—Renal Findings 


Typical of Systemic Lupus Erythematosus In This Case 
Normal size or moderately enlarged, surface mottled, Enlarged, pale 
sometimes petechiae 
“*Wire-loop”’ changes in the glomeruli 
Karyorrhexis in glomeruli 
Proliferative glomerulonephritie-like picture 
Arteritis 


tion and/or thickening of their walls due to fibrosis 
(table 3). Sections of spleen showed thick, con- 
centric rings of periarterial fibrosis around the 
central and “penicilliary” arteries resulting in the 
characteristic “onion-peel” appearance of the in- 
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volved vessels. The presence of increased numbers 
of plasma cells in the intersinusoidal cords is worthy 
of mention. 

Generalized lymphadenopathy is an important 
clinical and pathological feature of S. L. E. Micro- 
scopically, the architecture of the lymph node was 


TaBLe 4.—Lymph Node Findings 


Typical of Systemic Lupus Erythematosus In This Cas* 
Generaiized lymphadenopathy Mild 
Distortion of architecture None 


Follicular hyperplasia None 
Prominence of vaseular structures None 
Present 
SEE GUND oc acctctashsdncoceeheseueseuhaseeees None 
Focal necrosis None 
Fibrosis None 
COND ccscivessevnins cose sveevetoneteeoceep None 
EE CUED Dbhwacssecdesanesssceescuseneneseeseté None 
IED side 0bn65G8 docs ccdseeecccbbenededbubsdents Present 


preserved. There was some depletion of lympho- 
cytes, interpreted as secondary to the steroid treat- 
ment. Plasma cells were fairly numerous, especially 
in the sinusoids, frequently containing globular 
eosinophilic inclusions which gave a positive peri- 
odic acid Schiff reaction (table 4). Although the pa- 
tient had an abnormal cephalin flocculation test, 


Fig. 3.—“Wire-loop” thickening of the basement mem- 
brane of the glomerular tuft (hematoxylin-eosin stain, x 
120). 


the liver, grossly and microscopically, was normal, 
except for moderate central congestion. A specimen 
of skin obtained from the trunk showed keratotic 
follicular plugs. If skin from the face could have 
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been obtained, it is likely that the typical changes 
(table 5) would have been found. The adrenal 
cortex showed a complete lipid depletion. No patho- 
logical changes were found in the stomach to ac- 
count for the gastrointestinal hemorrhage, but a 
large irregular superficial ulcer was found in the 


Fig. 4.—Basophilic body in glomerular capillary tuft 


(hematoxylin-eosin stain, x 240). 


lower third of the esophagus. Microscopically, the 
wall of the esophagus was infiltrated by lympho- 
cytes. No vascular changes were seen in the wall 
of the esophagus. 

Pathological Diagnosis.—The pathological diag- 
nosis was systemic (disseminated ) lupus erythema- 
tosus involving heart, lungs, kidneys, spleen, and 


TaBLe 5.—Skin Findings 


Pathological Changes 
Typical for Systemic Lupus Erythematosus In This Case 


Keratotie follicular plugs j Present 
Alternating epidermoid atrophy and acanthosis .......... Absent 
Liquefaction-degeneration of basal cell layer Absent 
Inflammatory reaction Absent 
IE teas ua cc cco cctunasseeecebedtbecnesbaes Absent 


lymph nodes; peptic esophagitis with large super- 
ficial esophageal ulcer (steroid-induced); and 
bronchiolitis and bronchopneumonia. 


Comment 


Dr. Szanto: The microscopic findings of diffuse 
systemic vascular involvement, fibrinoid degenera- 
tion of collagen, “wire-loop” changes and basophilic 
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bodies in the glomerular tufts, and periarterial 
fibrosis in the spleen confirm the clinical diagnosis 
of systemic lupus erythematosus and explain the 
arthralgias, splenomegaly, pericarditis, and respira- 


TaBLe 6.—Characteristic Clinical Features of Lupus 
Erythematosus in the Case Presented 


Reported 
Incidence, %? 


HD) 
Anemia 80-95 
Arthralgia 90 
Lymphadenopathy 30-60 
Rash 50-90 
Splenomegaly 10-40 
Pruritus 


Clinical Findings 


e 2-50 
Myocarditis 20 
Renal changes 60 
Respiratory symptoms 


tory and renal symptoms in this case (table 6). 
However, some features were unusual or infrequent 
for S. L. E. from both clinical and pathological points 
of view (table 7). The L. E. cell phenomenon was 
absent, but this is absent in about 20% of the cases. 
Our patient was male, and about 20% of cases occur 
in the male sex. He had a moderate leukocytosis 
which may occur terminally in S. L. E. secondary to 
infection, in this case bronchopneumonia. The severe 
gastrointestinal hemorrhage originated from an eso- 
phageal ulcer which was attributable to the steroid 
therapy and not to the S. L. E., since vascular changes 
were absent in the esophagus. A bleeding tendency 
which may develop in patients with S. L. E. due 
to adsorption of thromboplastin by gamma globulin 
may have been the cause of the extreme severity 
of the bleeding from the esophageal ulcer. Patho- 
logically, the fibrinoid changes did not dominate 
the picture as in typical cases of S. L. E., and arteri- 
tis and vascular fibrosis were more pronounced 
than usual, presenting a kind of overlapping between 
S. L. E. and hypersensitive angiitis. The prominence 
of vasculitis may have been due to the steroid 


TaBLe 7.—Unusual Features of This Case 


Clinically 
Male sex 
Absence of L.E. cells 
Gastrointestinal hemorrhage 
Pathologically 
Arteritis and arterial fibrosis, more prominent in this case than in 
typical cases 
Interstitial pulmonary fibrosis and severe vascular changes in lung 
Esophageal ulceration, with massive hemorrhage due to: (a) ulcer 
proper, (b) hemorrhagic diathesis 


treatment. The cardiac arrest may or may not 
have been the result of the severe myocardial 
changes. 

Pathogenesis.—The initial alteration of S. L. E. 
probably occurs in the metabolism of the desoxy- 
ribose nucleic acid of the mesenchymal cells: a 
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fraction of gamma globulin, activated by a sub- 
stance that is present in the platelets, liberates and 
depolymerizes desoxyribose nucleic acids from the 
nuclei of these cells. The partially depolymerized 
desoxyribose nucleic acid (i. e., altered nuclear ma- 
terial) is engulfed by polymorphonuclear leukocytes 
resulting in formation of the so-called L. E. cells, 
the counterpart of which are the hematoxylinophilic 
bodies seen in the histological sections of various 
organs. Due to progressive depolymerization, the 
basophilic character of the nuclear derivatives is 
lost, and the residual acidophilic (eosinophilic ) 
material is deposited in the collagen.’ 

According to a more recent hypothesis,° the plasma 
cells in the lymph nodes (also in the bone marrow 
and spleen) elaborate a protein-carbohydrate com- 
plex which, after being released from the plasma 
cells, may combine with serum gamma globulin 
and may be responsible for the destruction of the 
nuclei of the mesenchymal cells. This pathogenic 
concept favors the hypothesis of the allergic etiolo- 
gy of systemic lupus erythematosus. 


J.A.M.A., Nov. 30, 1957 
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CURRENT STATUS OF THERAPY OF INFECTIOUS HEPATITIS 


Franklin M. Hanger, M.D., New York 


Viral hepatitis varies in severity from a disturb- 
ance that is practically symptomless to a grave dis- 
order marked by jaundice, prostration, and all the 
features of hepatic insufficiency. Treatment, there- 
fore, cannot be uniform. There is abundant evi- 
dence, however, from studies in the armed forces 
and elsewhere, indicating that the average case is a 
self-limited affair and will run a satisfactory course 
irrespective of the details of clinical management. 
In recent years there has been a tendency to over- 
treat rather than undertreat this disease. 

Studies of the natural course of hepatitis, acquired 
either through the oral or the parenteral route, in- 
dicate that there is an initial viremia with subse- 
quent development of functional and cytological 
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derangements of the hepatic parenchyma. The 
process usually leads to necrosis of the more severe- 
ly affected cells. Adding to the primary disability is 
involvement of the cells lining the sinusoids, creat- 
ing local disturbances of blood supply within the 
liver. Also, the supporting mesenchymal structures 
often show swelling and cellular infiltration, causing 
compression of channels such as cholangioles, 
lymphatics, and branches of the portal vein. Symp- 
toms such as pain and abdominal discomfort are due 
largely to hepatic swelling and congestion of the 
splanchnic bed. Jaundice and digestive disturbances 
are attributable to derangements of the metabolic 
and excretory activities of the liver. The virus is not 
known to affect other organs of the body, but the 
fever, malaise, adenopathy, skin rashes, and ar- 
thralgias occurring early in the disease indicate a 
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generalized toxic reaction to the offending agent 
and probably to the breakdown of hepatic tissue. 
Healing is usually complete after several months, 
with residual scars found only where massive ne- 
crosis and collapse of the lobular structures have 
occurred. 


Treatment of the Average Case 


The disease may be extremely difficult to recog- 
nize in the preicteric phase, unless enlargement or 
tenderness..of the liver happens to be present or 
darkening of the urine is noted. In any event, the 
lack of leukocytosis warrants expectant, sympto- 
matic treatment only, and uncritical administration 
of antibiotics is not justified. It is at this stage that 
the viability of affected liver cells is a prime con- 
cern, and the conservation of hepatic parenchyma 
can be most effectively attained by maintaining the 
patient at bed rest. No virucidal agent has yet been 
devised. Immune serum globulin (gamma globuhn), 
which is a recommended prophylactic against virus 
A (1 H.), is of no therapeutic value. The use of 
adrenal steroids (glucocorticoids) in the average 
case of hepatitis is not indicated at this stage, de- 
spite the fact that these agents may ameliorate 
many of the disagreeable features of the disease. 
In addition to the risks of gastrointestinal bleeding, 
mental disturbances, and activation of latent infec- 
tions induced by cortisone and its homologues, 
there is the theoretical hazard of disseminating the 
virus before sound immunity has developed. The 
severity of relapses sometimes observed after with- 
drawal of the drugs seems to bear out this point of 
view. At the present time, at least, it is deemed 
more prudent to withhold adrenal steroid therapy 
for special situations which will be discussed later. 

Anorexia is often a prominent initial symptom, 
with the patient showing a preference for fruit 
juices, ginger ale, sour candies, gruels, gelatin, and 
sherbets rather than for meats or fatty foods. Little 
is to be gained by forcing a high-protein or high- 
caloric diet during the acute phase of hepatitis, but 
adequate hydration is an important consideration. 
If there is vomiting or unwillingness to drink 
liquids, infusions of 1,000 cc. of 5% dextrose in 
water should be administered by slow drip once or 
twice during 24 hours. Epigastric burning, hic- 
cough, and vomiting are usually relieved by a so- 
dium-free alkali preparation and antihistamines, 
such as diphenhydramine (Benadryl) hydrochlo- 
ride, 50 mg. before meals. Short-acting barbiturates 
and codeine or meperidine (Demerol) hydrochlo- 
ride are not contraindicated for sleeplessness and 
pain, but they may mask symptoms and become in- 
creasingly hazardous with the fall of functional 
hepatic reserve. Bowel regulation is maintained by 
saline cathartics in the mornings before breakfast 
and by cleansing enemas. 
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With the appearance of jaundice there is usually 
a subsidence of fever and malaise and a return of 
appetite. It is then possible to give a simple, well- 
balanced diet of 2,000 to 3,000 calories, including 
cream and butter, tender fresh meats (except pork 
and oily fish), cooked fruits, puréed vegetables rich 
in carbohydrates, and simple desserts. It is regret- 
table that so many physicians still entertain the 
impression that fats are injurious in viral hepatitis. 
Observations on animals indicate that fats augment 
the toxicity for the liver of certain agents such as 
carbon tetrachloride, but there is no contraindica- 
tion for eggs and fresh dairy products in the pres- 
ence of uncomplicated infection. Indeed, these food- 
stuffs, when well tolerated, are believed to be of 
value in maintaining the strength and nutrition of 
the patient, which are important considerations in 
speeding convalescence. Vitamin supplements are 
indicated only in those in whom previous malnutri- 
tion is suspected. 

The return to activity should be gradual. A sus- 
tained drop in the serum bilirubin level with 
improvement in the cephalin flocculation reaction is 
usually a reliable indication to start the patient 
sitting up for a few minutes at a time with the legs 
over the side of the bed. So long as brief periods of 
activity cause no excess sweating or exhaustion they 
are not harmful and may be repeated. As improve- 
ment continues, a chair and slow ambulation are 
permitted. Patients with enlarged tender liver or 
marked prostration should proceed more cautiously, 
since relapses seem to occur more frequently in 
these groups. Strict bed rest until all tests and clini- 
cal features have become normal is not justified; 
indeed, return to full activity seems to be actually 
retarded in the overtreated case in some instances. 

Many personal considerations enter into the man- 
agement of convalescence. Obviously, patients who 
have sustained extensive hepatic damage, have 
suffered repeated relapses, or continue to show 
significant derangement in several of the standard 
liver function tests require a longer period to regain 
health. Much depends upon the effects of fatiguing 
experiences on the patient; if tolerance is low, it is 
better to alternate periods of activity with periods 
of reclining throughout the day, rather than enforc- 
ing overcautious immobilization or injudicious prod- 
ding. It is important for the patients to realize 
that, in spite of setbacks and periods of frustration, 
complete recovery is to be expected. The physician 
can unwittingly add greatly to their anxiety and 
introspection by exhibiting undue concern over a 
single, recalcitrantly abnormal laboratory finding or 
by repeating tests too frequently. On the other hand, 
he should maintain systematic evaluation of the 
hepatic status, regulate diet, assay the effects of 
resuming the use of alcohol, and direct the schedule 
of physical and mental activities and work load 
until complete recovery is assured. Decisions are 
especially difficult when subjective disabilities are 
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not paralleled by demonstrable abnormalities in 
liver function. In most instances the convalescent 
should be given the benefit of the doubt and be 
treated with reassurance and patience. 

Infectious hepatitis is notably transmissible in the 
incubation period to those in close contact with the 
patient and to those sharing toilet facilities. It is 
generally advisable to administer to these exposed 
individuals 1 to 3 cc. (0.04 to 0.06 cc. per kilogram 
of body weight) of immune serum globulin intra- 
muscularly, as a prophylactic measure. All persons 
attending those with acute cases of hepatitis should 
observe strict cleanliness of the hands after contact 
with bedding and toilet articles. Strict syringe and 
needle sterilization should also be maintained. 


Treatment of Hepatitis in Patients with 
Hepatic Insufficiency 


Severe hepatic insufficiency is usually recogniz- 
able by rapidly deepening jaundice, strong fetor 
hepaticus, and mental disturbances consisting of in- 
creasing drowsiness, mental confusion, and coma. 
In some cases there may be wild delirium, negativ- 
ism, and other personality changes, as well as 
flapping tremors and abnormal reflex reactions. A 
more serious manifestation is the development of a 
bleeding tendency with hemorrhages into the skin 
and from the nose, buccal mucosa, and gastrointesti- 
nal tract. Patients may manifest hepatic insufficiency 
early in the disease when parenchymal necrosis is 
extensive, or it may develop gradually as part of a 
progressive downhill course. It may appear suddenly 
with rapid shrinkage of the liver, especially in 
middle-aged females who previously had been run- 
ning a satisfactory course. It develops not infre- 
quently in patients with previous cirrhosis or chronic 
illness and may be precipitated by shock, hemor- 
rhage, surgical procedure, or superimposed infec- 
tion. Early recognition of hepatic insufficiency is of 
vital importance. The development of mental symp- 
toms not attributable to drugs in a patient with 
hepatitis is to be regarded as a medical emergency, 
warranting prompt revision of routine manage- 
ment. It is recommended to withdraw all sedatives 
and medicaments containing ammonium salts or 
amino acids, discontinue or curtail drastically all 
protein feedings, and allow only liquid carbohy- 
drates in sips by mouth, supplemented by almost 
continuous intravenous, slow-drip infusions of 10% 
dextrose in water. About three liters may be given 
during 24 hours. An important item in the treat- 
ment is the oral administration (by small stomach 
tube if necessary) of a broad-spectrum antibiotic 
such as chlortetracycline (Aureomycin ) hydrochlo- 
ride or chloramphenicol (Chloromycetin), 1 to 2 
Gm. daily in divided doses. This medication de- 
creases the production of ammonia within the in- 
testine, depresses the production of endotoxins by 
the coliform organisms, and prevents phlegmonous 
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infections of the alimentary canal, which are not 
uncommon in cases of advanced hepatic disease. The 
colon should be cleansed by a daily lavage with 
isotonic sodium chloride solution. A vitamin K 
preparation (menadiol sodium diphosphate ), 20 to 
40 mg., may be administered parenterally every 
second or third day, but massive daily doses are 
contraindicated. Other vitamins are not indicated in 
acute cases. These agents are probably ineffectually 
utilized by the failing liver and might conceivably 
give rise to abnormal metabolites. 

If patients fail to improve on this regimen within 
24 to 36 hours, if jaundice deepens, and if lethargy 
increases, adrenal steroid therapy with 200 mg. of 
cortisone (Cortisone, Cortogen, Cortone ) acetate or 
75 mg. of prednisone (Deltasone, Deltra, Meti- 
corten) should be instituted in the hope that the 
inflammatory process within the liver may be les- 
sened by the drug. It must be borne in mind, how- 
ever, that glucocorticoids do not affect directly the 
viability of hepatic parenchyma in this disease and 
often are of no benefit. 

It is obvious that the aforementioned regimen 
cannot be maintained longer than two weeks. The 
antibiotics eventually lose their inhibitory effects on 
the intestinal flora, and a strict carbohydrate diet is 
only an emergency measure. Electrolyte deficiencies 
may also develop. If there is clinical improvement, 
gradual modification toward usual treatment should 
be instituted. 

If the blood ammonia level is found to be sig- 
nificantly elevated, i. e., higher than 120 mg. per 
100 ml. (Conway method), agents such as arginine 
hydrochloride given intravenously (25 Gm. in 500 
ce. of 10% dextrose in water) or sodium glutamate 
also given intravenously (25 to 80 Gm. in 1,000 cc. 
of 10% dextrose in water) have been recommended 
to reduce the level of this cerebral intoxicant. It has 
been the experience of most observers, however, 
that high blood ammonia levels in hepatitis are but 
another indication of severe hepatic dysfunction, 
and it is doubtful if drugs that merely decrease these 
levels are important factors in the ultimate outcome. 

It has long been known that patients with hepatic 
insufficiency who maintain a satisfactory urinary out- 
put have a more favorable prognosis than those with 
oliguria. It is therefore advisable, unless there is 
incontinence, to measure or estimate the daily fiuid 
balance. A drop in blood pressure with suppression 
of urine may be benefited temporarily by the slow, 
intravenous administration of 100 to 200 cc. of salt- 
poor normal human serum albumin. 

Careful conservation of the energy of the patient 
and gentle correction of disturbing details as they 
arise may prolong life until hepatic regeneration can 
take place. It is a sad commentary on present medi- 
cal trends that as the patient becomes increasingly 
unable to tolerate therapeutic onslaughts, the physi- 
cian, in his desperation, becomes increasingly ag- 
gressive in his ministrations! 





Vol. 















Vol. 165, No. 13 


Management of Protracted Hepatitis 


Although the tendency in viral hepatitis is toward 
eventual healing, a certain number of patients run 
protracted courses or suffer a series of relapses. In 
this group are those who sustained massive initial 
parenchymal damage, those who continued exhaust- 
ing activities during the acute phases of the disease, 
those infected by a particularly virulent virus, often 
acquired in foreign countries, and those with severe 
interstitial involvement as manifested by a large, 
firm liver and spleen, itching, and features of 
cholangitic obstruction. Patients with associated de- 
bilitating diseases also tend to run a protracted 
course. 

Protracted hepatitis may be relatively symptom- 
less and is recognized only by the persistence, for 
six weeks or longer, of abnormal laboratory findings 
such as jaundice with a prompt direct reaction van 
den Bergh test, positive flocculation reactions, ele- 
vated serum alkaline phosphatase levels, and sulfo- 
bromophthalein (Bromsulfalein) retention exceed- 
ing 10% after 45 minutes. Not infrequently the liver 
remains enlarged and firm. In other instances, the 
patients may complain of lack of endurance, nerv- 
ousness, depression, capricious appetite, indigestion, 
and flatulence. Periodic liver tenderness may be a 
disturbing symptom. Many of the abnormal tests 
and clinical features may be worsened by exhaust- 
ing experiences. In severe cases, prostration is 
marked, even during strict bed rest. 

The treatment of the protracted case of viral 
hepatitis with marked hepatic depletion consists 
primarily of maintaining nutrition in a weak, dis- 
couraged, dyspeptic individual. Frequent, small, 
tempting feedings are much better tolerated than 
large trays of food. The weak patient will drink 
when he will not chew, and the use of blendors 
and mixers in adding meats, milk powder, and 
flavors to eggnogs will add to the variety of the 
diet. Vitamin supplements in moderation are indi- 
cated in most cases. Visits from relatives and friends 
must be curtailed, and physical and mental chal- 
lenges regulated to conform with the vacillations of 
the clinical course. Maintaining a spirit of optimism 
and hope in the sick room is a most important con- 
sideration. The course may be tedious and remit- 
tent, even in patients who, after months and years, 
make a satisfactory recovery. Often there is residual 
scar tissue in the liver, but the inflammatory process 
will eventually subside. 

Adrenal steroid therapy has been found useful in 
the treatment of certain cases of protracted hepatitis, 
especially those of the cholangiolitic type. It may 
also prove beneficial in patients who suffer repeated 
relapses or those who show little clinical improve- 
ment and unchanging abnormal laboratory findings 
after six weeks or longer under optimal conservative 
management. In some instances a favorable response 
is prompt and dramatic, and improvement will con- 
tinue spontaneously after but a few days of gluco- 
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corticoid therapy. Other patients may require main- 
tenance therapy (5 to 50 mg. of prednisone daily ) 
for weeks or months with gradual reduction of 
dosage. Glucocorticoid therapy with cortisone or its 
derivatives is not indicated, however, in patients 
manifesting spontaneous improvement or those 
without symptoms who show a single abnormality 
such as jaundice with a delayed, indirect van den 
Bergh test, or a persistingly positive cephalin floc- 
culation reaction, or thymol turbidity. 


Management of Chronic Progressive Hepatitis 


In rare instances viral hepatitis develops into a 
chronic progressive disease with continuing break- 
down of parenchymal cells, scar formation, and 
increasing distortion of the vasculature of the liver. 
The condition is characterized by such features as 
a large, hard, irregular liver, splenomegaly, portal 
hypertension, intermittent jaundice with a prompt 
direct reaction van den Bergh test, spider angiomas 
of the skin, and hyperglobulinemia. The majority of 
patients run a progressive downhill course, despite 
all forms of therapy. However, there are marked 
variations in the severity of the process. A few pa- 
tients will be encountered who remain relatively 
symptom-free while on therapy with 20 to 70 mg. 
of cortisone daily but who develop jaundice, ab- 
normal function tests, and histological evidence of 
hepatic inflammation whenever the therapy is dis- 
continued or the dosage decreased below required 
maintenance levels. In other patients the severity of 
the process seems ameliorated by steroids but mani- 
festations of hepatic deterioration continue, whereas 
others derive no demonstrable benefit from this 
form of medication. The prevailing opinion at pres- 
ent is that all patients with demonstrable chronic 
hepatitis should be given a test therapeutic trial 
with steroids, preferably prednisone because of its 
lesser sodium-retaining action. Should bleeding 
from esophageal varices develop, a shunting pro- 
cedure of the portal vein to the vena cava should be 
performed as soon as the patient can be conditioned 
for a major operation. Portal hypertension in this 
type of liver disease always increases, and fatal 
bleeding can be anticipated as a certainty unless cor- 
rected by surgery. Chronic hepatitis after viral in- 
fection is not caused or aggravated by specific 
dietary deficiencies. Although an adequate food in- 
take is to be commended, the present overemphasis 
of the need for foods high in proteins, vitamin sup- 
plements, and lipotropic agents such as choline or 
methionine is not supported by critical clinical trials. 

Conclusions 

Viral hepatitis varies widely in symptomatology 
and chronicity. The average case requires little spe- 
cial therapy beyond the avoidance of exhausting 
activity. Hepatic insufficiency is a clinical emergency 
requiring special management. Protracted and 
chronic cases are often benefited by adrenal steroid 
therapy. 
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DIAGNOSTIC PROBLEMS 
GUEST EDITORIAL 
Paul B. Szanto, M.D. 


HE CLINICAL pathological conference, 

T as introduced in American medicine by 

| Cabot, has become an important instru- 
ment of medical training and medical 
education not only in teaching institutions but 
in hospitals of all sizes. The purpose of the clin- 
ical pathological conference is to correlate the 
symptomatology of the disease (based on the classic 
methods of physical diagnosis ), its natural history, 
and pathological physiology with the morpholog- 
ic alterations of the various organs. This basic 
concept, first stated by Morgagni in his classic work 
“De sedibus et causes morborum per anatomen 
indagitis” (about the sites and causes of disease 
investigated by anatomy) is the foundation of mod- 
ern correlative pathology. 

Clinical pathological conferences may be con- 
ducted in a variety of ways. The objective of the 
pathologist must be to present those structural 
changes which are most important for the under- 
standing of the clinical manifestations of the case 
under discussion. The morphology and pathogenesis 
of the disease state should be correlated and inte- 
grated with its clinical symptomatology and patho- 
logical physiology. When appropriate, general- 
izations which demonstrate the practical importance 
of certain findings can be made. 

Modern therapeutics (chemotherapy and _ anti- 
biotics, hormones, anticoagulants, cytostatics, thyre- 
ostatics, radiation therapy, and radioisotopes ) have 
changed not only the clinical symptomatology and 
natural history but also the pathological anatomy 
of disease. The clinical pathological conference is 
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the place to discuss the “pathology of therapy,” a 
new branch of pathology, which includes not only 
new types of morphologic alterations of diseased 
tissue but, not infrequently, pathological changes 
secondary to the therapeutic agents used. With the 
progress of rational scientific therapy, progress in 
social conditions, change of environment, and in- 
creased longevity, morphologic pathology changes 
just as much as does clinical medicine. The discus- 
sion of these points at the clinical pathological 
conference will contribute to the development of a 
medical ecology which forms the principal com- 
ponent of what is referred to as “natural history.” 

The question of correlation is a very delicate one; 
it depends to some extent on the interest and ex- 
perience of the pathologist and the type of case 
under discussion. In the final analysis, it should not 
be the exclusive job of either the clinician or the pa- 
thologist, but rather should represent the integrated 
endeavor of both. The morphologic pathologist has 
to be conservative in the dynamic approach of clini- 
cal pathological correlation. The conclusions reached 
by him are based on the available and time-honored 
methods of careful observation, dissection, and ex- 
amination of tissue sections with the light micro- 
scope, although by using newer methods in the 
future his horizon will widen. With this in mind, he 
will attempt to cross the delicate bridge connecting 
morphologic pathology with pathological physiolo- 
gy. It must be stressed that this bridge is an artificial 
one, for while at the molecular level structure and 
function unite, at the level of practical medicine 
there is a wide gap which cannot be easily or one- 
sidedly crossed. It is better to build the bridge from 
both sides, as a team, than to decide arbitrarily, 
either as a clinician or as a pathologist. 

The clinical pathological conference is not a stage 
for prima donnas, nor should it degenerate to a 
contest between clinician and pathologist. More- 
over, the clinician should be in error when he states, 
“If I saw this patient on the ward, I would make 
a diagnosis of myocardial infarction, but at a clinical 
pathological conference I have to make the diagno- 
sis of aneurysm of the right ventricle because other- 
wise it would not be a case for a conference.” The 
clinician should rather place himself in the position 
of the physicians who cared for the patient and 
expose to view the thought processes and clinical 
associations utilized in his approach to the problem 
of the individual patient. The pathologist then pre- 
sents a rational exposition of the problem based on 
the morphologic findings and formulates a clinical 
pathological correlation. By doing so, the pathologist 
will prove to the younger generation that mor- 
phologic pathology is as important to medicine in 
the age of paper chromatography and atomic 
science as it was 100 years ago. He will try to de- 
serve for the autopsy room the name given to it in 
an editorial by Averill Liebow entitled “The Au- 
topsy Room as a Hall of Learning.” ’ 


1. Liebow, A. A.: The Autopsy Room as a Hall of Learn- 
ing, Editorial, Am. J. Med. 213485-486 (Oct.) 1956. 
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A MONTHLY MESSAGE 


When the American Medical Association holds its 
llth Clinical Meeting next week in Philadelphia, 
one of the most important matters to come before 
the House of Delegates will be the question of hos- 
pital and medical benefits for beneficiaries of the 
social security program. It will be a major topic of 
discussion next week in Philadelphia because it also 
is going to be a major issue next year in Washing- 
ton during the second session of the 85th Congress. 
Reports from the nation’s capital indicate that pro- 
posals for social security hospital benefits will re- 
ceive serious consideration and a great deal of pub- 
licity in the election year of 1958. 

As things appear right now, the main spotlight 
will be on H. R. 9467, a bill introduced last August 
by Rep. Aime J. Forand (D., R. I.). This bill, one 
of several similar measures which will be carried 
over into next years Congressional calendar, is 
entitled the Social Security Amendments of 1958. 
It is quite obviously labor-inspired and, according 
to its sponsor, has been endorsed as “necessary, 
sound and enlightened” by President George Meany 
of the AFL-CIO. I want to call every physician's 
attention to these main provisions of the Forand 
Bill: 

1. It provides for the payment of certain hospital, 
nursing home, and surgical costs for persons receiv- 
ing social security old age and survivors insurance 
benefits and for persons who would be eligible for 
such benefits if they applied. In other words, pro- 
tection would begin for men at age 65 and for wom- 
en at age 62, regardless of whether they had already 
retired. The plan also would cover surviving wid- 
ows, children, and other survivorship beneficiaries. 
An estimated 12 to 13 million people would be 
eligible. 
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2. The bill would allow a combined total of 120 
days of hospital and nursing home care in a one-year 
period, but not more than 60 days of that could be 
hospital care. 

3. Hospital services paid for by the social security 
system would include the services, drugs, appli- 
ances, and medical care ordinarily furnished by the 
hospital to bed patients in semiprivate accommoda- 
tions. 

4. The federal money also would pay for surgical 
services in a hospital, when they are certified as 
necessary by a licensed physician, and for emergen- 
cy or necessary minor surgery performed in a hos- 
pital outpatient department or in a physician's 
office. The plan also would cover necessary oral 
surgery in a hospital. 

5. In addition to these hospital, nursing home, 
and surgical services, the Forand Bill also would 
increase social security cash monthly benefits all 
across the board, raise the ceiling on taxable income 
from $4,200 to $6,000, and boost the tax rate 0.5% 
each on employees and employers and 0.75% on the 
self-employed. 

The dangers and implications of this legislation 
should be obvious to all physicians. This is national 
compulsory health insurance. Because of the serious- 
ness of this proposal, the A. M. A. Board of Trustees 
in late August appointed a special task force to 
study all aspects of the problem. The task force has 
already done much research and liaison work. 

I urge every physician to follow this issue closely, 
alert his colleagues, and cooperate in the A. M. A.’s 
efforts to come. 


Davin B. Attman, M.D., Atlantic City, N. J. 
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FEDERAL MEDICAL LEGISLATION 
First Session, 85th Congress 


Congress was in session throughout the first eight 
months of the year, during which time 441 bills 
were introduced that were of enough interest to 
the medical profession to be followed by the Wash- 
ington Office of the A. M. A. Few of these bills 
were passed, hearings were held on several others, 
and a few were passed by .one House; but no 
action was taken on most bills. 


Social Security 


Numerically the most common measures intro- 
duced were those dealing with social security, of 
which 68 were studied and reported to the profes- 
sion. Of these, only two became public law. H. R. 
7238, introduced by Representative McCormack 
(D., Mass.), after some modification, became Public 
Law 85-110. This would allow the states in making 
medical vendor payments for public assistance 
recipients to use either (a) medical vendor pay- 
ments using federal funds within the $60 per month 
per recipient maximum or (b) a single medical 
vendor payment financed equally by federal and 
state funds with the federal contribution not to 
exceed one-half of $6 per month per adult or one- 
half of $3 per month per child. States can also make 
direct payments under both methods to recipients 
for medical care as a part of this over-all assistance. 
Recipients would be expected to pay this addi- 
tional allowance to physicians or other medical 
vendors. 

Congressmen Cooper (D., Tenn.) and Reed 
(D., N. Y.) sponsored, in H. R. 6191 and H. R. 6192, 
identical bills resulting in Public Law 85-109, which 
extended until July 1, 1958, the deadline for dis- 
abled persons covered under social security to 
apply for disability freeze with full retroactivity. 
After July 1, 1958, any period of disability estab- 
lished for a worker cannot begin earlier than one 
year before the application is filed. The disability 
freeze extension was promulgated to allow eligibles, 
who have not applied due to newness of the law 
or for other reasons, to make application for cov- 
erage for the freeze without losing the retroactive 
feature. No hearings were held or other action 
taken on the other social security measures, most 
of which would liberalize the program. 
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Rehabilitation 


Rehabilitation measures were again popular, 
with 44 measures introduced. The most popular 
measure was one to create an independent federal 
agency for the handicapped to which all existing 
programs for the handicapped would be transferred 
from the various government agencies and be lo- 
cated either independently or in the Department 
of Labor. Hearings were held on S. 2068, by Sen- 
ator Robertson (D., Va.). This measure would ex- 
tend additional financial assistance to a pilot demon- 
stration rehabilitation center in the Washington, 
D. C., area. 

Bills to establish a temporary commission to 
study and report on problems of blindness and 
needs of blind persons got as far as the hearing 
stage. These mieasures were H. R. 1955, by Repre- 
sentative Matthews (D., Fla.); H. R. 8427, by 
Representative Wainwright (R., N. Y.); H. R. 9055, 
by Representative Elliott (D., Ala.); and H. R. 9484, 
by Representative Fulton (D., Pa.). 

Hearings were held on two measures which 
would amend the Vocational Rehabilitation Act to 
extend the support for vocational rehabilitation 
traineeships in physical medicine and rehabilitation 
from two to three years. The original measures 
were S. 1971 by Senator Smith (R., N. J.), and 
H. R. 7155 by Representative Haskell (R., Del.), 
Senator Smith’s bill became Public Law 85-198. 


Tax Deductions 


Forty-four measures proposed tax deductions. A 
series of 28 bills were introduced to give varying 
degrees of tax relief for expenses incurred in ob- 
taining higher education, but hearings were not 
held on any of them. Sixteen bills were directed 
toward broadening the tax credit for medical ex- 
penses, but no hearings were held or action taken 
on them. 


Veterans’ Legislation 


The perennial popularity of veterans’ bills is evi- 
denced by 44 measures. The subject matter in three 
bills introduced by Representative Teague (D., 
Texas) (H. R. 53, H. R. 54, H. R. 57) to codify the 
already existing laws without making substantial 
changes was consolidated in one measure then en- 
acted to become Public Law 85-56. 

Representative Shuford’s (D., N. C.) measure, 
H. R. 1264, passed the House but no further action 
was taken. This would deem veterans with active 
pulmonary tuberculosis totally and permanently 


m A + DD PRG sk 


ai anlUrh,llCO 





Vol. 165, No. 13 


disabled for pension purposes while hospitalized. 

The bill by Representative Long (D., La.), H. R. 
6719, to raise the salaries for medical personnel 
in the Veterans’ Administration and raise the status 
of optometrists to the level of that of physicians, 
was reported favorably but no further action was 
taken. Hearings were held on H. R. 58, a bill by 
Representative Teague (D., Texas) which would 
tighten up requirements for hospital admissions for 
veterans with non-service-connected disabilities. No 
further action was taken. 


Problems of the Aged 


Interest in the problems presented by the in- 
creased number of elderly people is shown by 22 
members of Congress, who introduced measures to 
study the problems of the aging to set up, initiate, 
and operate projects or establish a Bureau of Older 
Persons. However, no hearings were held on these 
bills. 


Retirement Plans 


Retirement plans were the subject of 24 measures 
introduced during the first session of the 85th 
Congress. 

Representative Curtis (R., Mo.), in H. R. 131, 
would allow an individual to use private benefit 
plans in lieu of social security. Senator Dirksen 
(R., Ill.), in S. 831, and 15 other congressmen— 
Jenkins (R., Ohio), in H. R. 9; Keogh (D., N. Y.), in 
H. R. 10; Lipscomb (R., Calif.), in H. R. 760; Steed 
(D., Okla.), in H. R. 2193; Matthews (D., Fla.), in 
H. R. 2470; Ruess (D., Wis.), in H. R. 2490; Hale 
(R., Maine), in H. R. 3045; Miller (R., Calif.), in 
H. R. 3495; McDonough (R., Calif.), in H. R. 4403; 
Fulton (R., Pa.), in H. R. 5325; Herlong (D., Fla.), 
in H. R. 6088; Wainwright (R., N. Y.), in H. R. 6614; 
Dooley (R., N. Y.), in H. R. 7868; Hemphill (D., 
S. C.), in H. R. 7874; and Flood (D., Pa.), in 
H. R. 8158—proposed tax deferments for individuals 
paying to a voluntary pension plan. 

Representatives Coudert (R., N. Y.), in H. R. 43, 
and Lesinski (D., Mich.), in H. R. 7298, sponsored 
income tax deductions for annuities and life insur- 
ance premiums. Representatives Coudert, Keating, 
Ray, Bosch, and Latham (Republicans, N. Y.) pro- 
posed, in H. R. 45, H. R. 251, H. R. 380, H. R. 3211, 
and H. R. 7675, respectively, alternative measures 
for quite limited tax deferment for establishing 
annuities. Hearings were held on none of these 
measures and limited hearings may be held in the 
early part of the next session of Congress. 


Civil Defense 


Continued study and discussions of the problem 
of civil defense is emphasized by the introduction 
of 22 separate bills in the House which would give 
additional prestige and authority to carry out a 
more extensive program in this field. Seven meas- 
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ures would establish a civilian Department of Civil 
Defense in the Department of Defense. Two meas- 
ures would constitute the Federal. Civil Defense 
Administration as an executive department of gov- 
ernment. Thirteen measures would reorganize the 
civil defense functions in the federal government 
and establish a Federal Department of Civil De- 
fense as a new executive department. Except for 
hearings no action was taken. 


Welfare and Benefit Plans 


Eighteen measures sponsored by 26 members of 
Congress were introduced in the field of welfare 
and benefit plans. All of them except one provide 
for the registration and reporting of welfare and 
benefit plans and would be administered by the 
Department of Labor. Hearings were held on all 
of the measures and finally a committee bill, S. 2888, 
was introduced after completion of the Senate 
hearings and was favorably reported by the sub- 
committee. The sponsors of this bill were Senators 
Douglas (D., Ill.), Kennedy (D., Mass.), Ives (R., 
N. Y.), and Murray (D:, Mont.). 

The bill by Senator Goldwater (R., Ariz.), $. 1813, 
upon which hearings were held, would require the 
appointment of three trustees for welfare funds, an 
audit of the funds to be filed with the Secretary of 
the Security Exchange Commission, and a written 
assignment from each employee before deductions 
could be made from his pay. No further action was 
taken on this bill. 


Hospital and Other Medical Facilities 


Seventeen measures were followed in the field 
of hospital and other medical facilities. Measures 
sponsored by Senator Murray (D., Mont.) and 
Representatives Metcalf and Anderson (Democrats, 
Mont.) would authorize the surgeon general, under 
his authority to care for the Indians, to make grants 
to community health facilities (nonprofit or public 
hospitals, diagnostic or treatment centers) to be 
devoted to the care of Indians and non-Indians. 
The project would receive the total cost of that 
portion of the facility to be used for Indian care. 
That portion of the facility to be devoted to non- 
Indians would be regarded as a separate project in 
which the project sponsor would be required to 
furnish its normal cost as under the Hill-Burton 
law. This bill became Public Law 85-151. 

The appropriations law contained a proviso ex- 
tending for one year the availability of Hill-Burton 
survey and planning money to be used in planning 
for diagnostic or treatment centers, hospitals for 
the chronically ill, rehabilitation facilities, and 
nursing homes. Senator Thye (R., Minn.), in S. 1969, 
and Representative Neal (R., W. Va.), in H. R. 8026, 
have proposed to extend this authority for two 
years. No other hearings on bills in this field were 
held. 
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Military and Defense Matters 


Of the 14 measures on military and defense mat- 
ters, only two underwent any action. One was an 
amendment to the Basic Selective Service Act 
which would make physicians and dentists liable 
for call-up by profession until 35 years of age, if 
they have been deferred to complete their training 
and are subject to the basic selective service act. 
This law, Public Law 85-62, will expire June 30, 
1959, at which time the basic draft law expires. The 
second was designed to make the careers in military 
nursing more attractive and made more and higher 
ranks available. This measure became Public Law 
85-155. 


Federal Employees 


A group of 12 measures was introduced directed 
toward the medical care of civilian employees. Ten 
of these were devoted to contributory health insur- 
ance. Another would provide medical care for ci- 
vilian employees and their dependents overseas if 
they are citizens of the United States. Optional 
chiropractic care for injured federal employees 
would be provided by another measure. Hearings 
were not held on any of these measures. 


Drugs, Drug Addiction, and Alcoholism 


Twelve measures were introduced in the field of 
drugs, drug addiction, and alcoholism. Eight meas- 
ures were introduced which would control drug 
addiction. Hearings were held but no further action 
taken. Three measures were introduced to control 
the distribution of poliomyelitis vaccine, with one 
of them appropriating new funds for the purchase 
of vaccine. No action was taken on any of these 
bills. The proposal to establish a medical advisory 
committee on alcoholism likewise was not acted 
upon. 

Medical and Related Education 


Twelve measures were introduced to strengthen 
medical education and public health education 
through grants to schools for construction or teach- 
ing or scholarships. Hearings were not held on any 
of these measures. 


Mosquito Research and Control 


Eleven bills to provide research and demonstra- 
tion grants in mosquito control were introduced 
but no hearings were held and no further action 
was taken. 


Food Additives 


A total of 10 measures was introduced in this 
field. Eight of them would prohibit the use in foods 
of chemical additives which had not been adequate- 
ly tested to establish their safety. Hearings were 
held on these bills but no further action was taken. 
Two bills would establish a select committee to 








study additives in food and medicine. Hearings 
were held in the House but no further action was 
taken on these bills. , 


Treaties and International Agreements 


One bill was introduced in the Senate and six in 
the House to limit the effect of treaties or interna- 
tional agreements on state and federal laws. Hear- 
ings were held only in the Senate, and no further 
action was taken. 


Voluntary Health Insurance 


In the field of health insurance seven measures 
were introduced. Three of these would prohibit the 
canceling of health insurance policies except for 
nonpayment of premiums. Four measures would 
permit the pooling of resources of the smaller com- 
panies to encourage the extension of voluntary 
health prepayment plans or policies. No action was 
taken on any of these measures. 


Pollution, Air and Water 


A total of four measures were introduced in the 
field of air and water pollution. Senator Allott 
(R., Col.), in S. 1262, and Representative Rogers 
(D., Col.), in H. R. 2834, have introduced identical 
measures which would authorize federal grants be- 
yond $250,000 per project for any sewage treat- 
ment plants. Representative Hiestand (R., Calif.), 
in H. R. 7156, proposes to delete those sections of 
the Water Pollution Control Act which authorize 
the federal government to give grants for establish- 
ing and maintaining adequate measures for the pre- 
vention and control of water pollution and that 
section under which the federal government could 
make grants up to 50 million dollars a year for 10 
years for water treatment plants. Representative 
Schenck (R., Ohio), in H. R. 9368, has introduced a 
measure aimed to control the amount of unburned 
hydrocarbons discharged from motor vehicles. Hear- 
ings were not held on any of these bills. 


Nursing 
Three measures to aid in nursing education were 
introduced but no further action was taken. 


Miscellaneous 


Forty-three miscellaneous bills were introduced. 
Of these one became Public Law 85-172. The meas- 
ure provides for federal inspection of poultry moved 
in interstate commerce. Such inspection would be 
compulsory instead of voluntary. The responsibility 
is lodged in the Department of Agriculture. 

Hearings were held on measures to create a select 
committee to study grants-in-aid programs, and 
one of these, H. Res. 312, was reported favorably 
near the close of Congress. Hearings were also held 
on the problem of automobile and highway safety, 
but no further action was taken. 


J.A.M.A., Nov. 30, 1957 


é 
( 
( 
t 





Vol. 165, No, 13 
« 

The Senate held hearings on a measure to estab- 
lish an Office of Civil Aviation Medicine and an 
Office of Research Institute in the Civil Aviation 
Administration, but no further action was taken. 

Senator Murray (D., Mont.) and Representative 
Dingell (D., Mich.) reintroduced bills of the old 
Murray-Wagner-Dingell type of national compul- 
sory health insurance proposal, but no hearings 
were held on either of them. at 

Bills which were not passed during this session 
can be acted upon any time after Congress recon- 
venes in January and will not be dead until Con- 
gress adjourns the 1958 session. 


SYMPOSIUM ON THE HUMAN INTEGUMENT 


A program on normal and abnormal aspects of 
the skin will be sponsored jointly by the A. M. A. 
Committee on Cosmetics and the Society for In- 
vestigative Dermatology, Dec. 28 and 29, during the 
annual meeting, in Indianapolis, of the American 
Association for the Advancement of Science. The 
two-day symposium, entitled “The Human Integu- 
ment—Normal and Abnormal,” will be presented 
before the medical sciences section of the AAAS. 
Four major topics will be discussed: (1) The Integu- 
ment as an Organ of Protection; (2) Circulation 
and Vascular Reactions; (3) Sebaceous Gland Secre- 
tion; and (4) Pathogenetic Factors in Premalignant 
Conditions and Malignancies of the Skin. 

Dr. Stephen Rothman of Chicago, Chairman of 
the Committee on Cosmetics, will serve as sym- 
posium chairman. Details may be obtained by writ- 
ing directly to the Committee. 


A. M. A. RESEARCH FOUNDATION 


The American Medical Research Foundation re- 
cently was established by the A. M. A. Principal 
purposes of the Foundation will be (1) to promote 
the betterment of public health through scientific 
and medical research; (2) to plan and initiate scien- 
tific and medical research; and (8) to collect, cor- 
relate, evaluate, and disseminate results of scien- 
tific and medical research activities to the general 
public. Voting members of the Foundation will be 
A. M. A. Trustees. Meetings will be held annually 
at the time of the A. M. A. Annual Sessions. 


QUARTERLY CUMULATIVE INDEX MEDICUS 


Volume 57 of the Quarterly Cumulative Index 
Medicus, covering literature for the first half of 
1955, has been mailed to subscribers and is now 
available for purchase from the Order Department 
of the American Medical Association. Preparation 
of volume 58 (July-December, 1955) is under way, 
and this issue will be in print early next year. 
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A. M. A. INDUSTRIAL HEALTH SESSION 


Occupational health programs for hospital em- 
ployees and dangers of fluoroscopes in shoe-fitting 
were among several dozen subjects considered Oct. 
17-18 at a meeting of the A. M. A. Council on In- 
dustrial Health. 

The council voted to approve an outline of “guid- 
ing principles” (already authorized by the American 
Hospital Association ) which would assure hospital 
employees of the same on-the-job health benefits 
as are afforded industrial workers. As one member 
commented: “In some hospitals, employees are 
like the cobbler’s children who have no shoes—they 
have inadequate health protection in an institution 
of healing.” The “guiding principles,” based in large 
measure on the A. M. A.’s recently adopted “Scope, 
Objectives, and Functions of Occupational Health 
Programs,” point out that: 

“The fact that hospitals are engaged in the care 
of the sick as their primary function does not alter 
the necessary organizational plan for an effective 
occupational health program.” 

+Hospital employee health programs should be 
established as separate functions, with independent 
facilities and personnel. 

—Workers in hospitals need protection from 
special risks associated with contagious disease and 
other hazards of their occupation—and this protec- 
tion also will benefit patients who might otherwise 
be exposed to unhealthy employees. 

—“Hospitals should serve as examples to the pub- 
lic at large with respect to health education, pre- 
ventive medicine, and job safety.” 

In advocating discontinuance of the use of fluoro- 
scopes for fitting of shoes, the Council noted that 
these devices “expose shoe sales personnel and 
customers, particularly children, and bystanders to 
a hazard which they do not recognize or appreciate, 
and which cannot be controlled effectively.” The 
Council resolution stated that fluoroscopes are of 
no real value in shoe-fitting and that “a high per- 
centage of shoe fitting fluoroscopes are frequently 
in poor repair and emitting dangerous stray radia- 
tion.” 

All official recommendations of the Council are 
subject to action of the Board of Trustees. Dr. 
William P. Shepard of New York City is Council 
Chairman. Other members are Drs. Paul S. Rich- 
ards of Salt Lake City; John N. Gallivan of East 
Hartford, Conn.; Lemuel C. McGee of Wilmington, 
Del.; Charles F. Shook of Toledo; Robert A. Kehoe 
of Cincinnati; V. C. Baird of Houston, Texas; Mel- 
vin N. Newquist of New York City; James H. 
Sterner of Rochester, N. Y.; R. T. Johnstone of 
Los Angeles; O. A. Sander of Milwaukee; and E. S. 
Jones of Hammond, Ind. Dr. B. Dixon Holland of 
Chicago is Secretary, 
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EDUCATIONAL COUNCIL FOR FOREIGN 
MEDICAL GRADUATES BEGINS OPERATIONS 


After almost three years of planning, the Educa- 
tional Council for Foreign Medical Graduates 
opened its doors on Oct. 1, 1957, at 1710 Orrington 
Ave., Evanston, Ill., and it now announces that 
with its beginning staff practically complete it is 
ready as of Nov. 1 to assume normal operations. 


What Functions Will It Serve? 


It will distribute to foreign medical graduates 
around the world authentic information regarding 
the opportunities, difficulties, and pitfalls involved 
in coming to the United States on an exchange stu- 
dent visa in order to take training as an intern or 
resident in a U. S. hospital or in coming on an 
immigrant visa with the hope of becoming licensed 
to practice. 

It will make available to properly qualified for- 
eign medical graduates while they are still in their 
own country a means of obtaining ECFMG certifi- 
cation to the effect (a) that their educational creden- 
tials have been checked and found meeting minimal 
standards (18 years of formal education, including 
at least 4 years in a bona fide medical school), (b) 
that their command of English has been tested and 
found adequate for assuming an internship in an 
American hospital, and (c) that the general knowl- 
edge of medicine as evidenced by passing of the 
American Medical Qualification Examination is ade- 
quate for assuming an internship in an American 
hospital. 

It will provide hospitals, state licensing boards, 
and those specialty boards that the foreign medical 
graduate designates the results of the three-way 
screening described above. 

It will endeavor to accumulate and publish each 
year much more complete data regarding the num- 
bers and placement of foreign medical graduates 
than are at present available. 


What Functions Will It Not Serve? 


It will not serve as a placement agency for either 
interns or residents. Placement arrangements must 
be made by the foreign medical graduate directly 
with the hospital of his choice. 

It will not attempt to evaluate the teaching pro- 
gram or inspect or approve any foreign medical 
school. Its program is based not upon evaluating 
the school from which the candidate graduated but 
upon evaluating the professional competence of 
the individual. 


It will not act as an intercessor for foreign med- 
ical graduates having problems under discussion by 
state boards of medical licensure or specialty 
boards. If the foreign medical graduate asks that 
the results of his three-way screening be sent to a 
designated board this will be done, but the ECFMG 
has no right and no desire to review the decisions 
of the properly constituted state licensing boards 
and American specialty boards. 


Who Is Sponsoring the ECFMG? 


Sponsors of the new agency are the American 
Hospital Association, the American Medical Asso- 
ciation, the Association of American Medical Col- 
leges, and the Federation of State Medical Boards 
of the U. S. Providing funds to support it through 
the first two years of its existence are the spon- 
soring agencies and the Kellogg Foundation and 
the Rockefeller Foundation. The president of the 
ECFMG is Dr. J. Murray Kinsman, dean of the 
University of Louisville School of Medicine. The 
executive director is Dr. Dean F. Smiley, former 
secretary of the Association of American Medical 
Colleges. 

The ECFMG’s Examination Committee will se- 
lect the items for two examinations a year from the 
National Board of Medical Examiners pool of ques- 
tions. 

Foreign medical graduates already in this coun- 
try will be billed for $50 covering the cost of the 
three-way screening. 

Foreign medical graduates abroad will be billed 
the $50 only if and when they pass the screening, 
receive a position in an American hospital, and are 
earning American dollars. 

American hospitals receiving screened candi- 
dates will be billed $75 for each such zandidate 
accepted. 


What Are the Target Dates for Various Services? 


The answering of correspondence began Oct. 5 
and has been kept current since that time. The 
translation, interpretations, and evaluation of cre- 
dentials has already begun. 

The target date for the first American Medical 
Qualification Examination, for foreign medical 
graduates already in this country, is set for Feb- 
ruary or March, 1958. 

The target date for the second American Medical 
Qualification Examination, for foreign medical 
graduates both here and abroad, is set for July or 
August, 1958. 
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REPORT ON NARCOTIC ADDICTION 


The following article is the first of three parts of the report on narcotic addiction developed by 
the Council on Mental Health in conjunction with its Committee on Narcotic Addiction on re- 
quest of the Board of Trustees of the American Medical Association, who, after some prelimi- 
nary study, had specifically referred the matter to this Council for examination. 

The report represents a continuing study of the problem over a period of two and one-half 
years, during which time meetings were held by the Council and its Committee on Narcotic Ad- 
diction with experts in the field representing the federal government agencies responsible for 
narcotic control, police officials concerned with the problem, representatives of the New York 
Academy of Medicine who have given considerable thought and time to the study of this prob- 
lem, a specifically interested member of the American Bar Association, and interested physicians 
in private practice. 

The general feeling of the Council members, as expressed in the report, has been that narcotic 
addiction should be viewed, much more than it has been in the past, as an illness and that there 
should be a progressive movement in the direction of treating addiction medically rather than 
punitively. It is pointed out in the report that the problem of narcotic addiction in Great Britain 
is considerably less, percentagewise, than it is in the United States and the associated fact that 
in Great Britain the approach to the narcotic addict is a much more medically orientated one. 

This report was first presented to the Board of Trustees at the midwinter meeting in Novem- 
ber, 1956, in Seattle, and subsequently referred to the House of Delegates and its Reference 
Committee on Hygiene, Public Health, and Industrial Health at the Annual Meeting of the 
Association in New York City in June, 1957. On the recommendation of the Reference Commit- 


tee, the report was adopted at that time by the House of Delegates. 


At the meeting of the American Medical Associa- 
tion in San Francisco in June, 1954, Dr. Andrew A. 
Eggston of the New York state delegation submitted 
a resolution which proposed that the American Med- 
ical Association favor the legalization of distribution 
of narcotics to addicts, under the following safe- 
guards: (1) establishment of narcotic clinics in cities 
where needed, under the aegis of the Federal Bu- 
reau of Narcotics; (2) registration and fingerprint- 
ing of narcotic addicts; (3) keeping of accurate rec- 
ords; (4) administering optimal doses at regular in- 
tervals to addicts at cost, or free; (5) prevention of 
self-administration; (6) attempt cures through vol- 
untary hospitalization, if possible; and (7) avoid- 
ance of forceful confinement. 

This resolution was referred to the Reference 
Committee on Hygiene, Public Health, and Indus- 
trial Health. The Reference Committee, because of 
the complexity of the problems involved, thought 
the matter should be referred to the Board of Trus- 
tees for further reference to an appropriate group of 
experts for detailed consideration, the results of such 
studies to be reported at a subsequent meeting of 
the House of Delegates. 

The Board of Trustees referred the resolution to 
the Council on Pharmacy and Chemistry for de- 
tailed consideration. The Council reported as fol- 


RicHarp J. PLunxetr, M.D., Secretary. 


lows: “The Council, following consultation with 
several individuals and groups active in this field, 
agrees that the narcotic problem has increased in 
seriousness since the close of World War II. The 
means of alleviating the problem, as suggested by 
the resolution, was extensively tried during the peri- 
od following the end of World War I. Experience 
with these clinics clearly indicated that they were an 
absolute failure and that they increased rather than 
diminished the problem. The evidence on this point 
was so clear that those who had originally advo- 
cated them were convinced, and all of the clinics 
were closed within a few years. However, the Coun- 
cil feels that the present situation is far from satis- 
factory and that the problem is being handled too 
exclusively as a police problem without sufficient 
emphasis on its most important medical aspects.” 
The Board of Trustees, however, after considering 
the report of the Council on Pharmacy and Chemis- 
try as well as pertinent material from the National 
Research Council and the Commissioner of Narcot- 
ics, believed that the matter should be thoroughly 
explored, and referred the problem to the Council 
on Mental Health. 

The Council on Mental Health established a Com- 
mittee on Narcotic Addiction in April, 1955. In ac- 
cordance with the directive of the Board of Trus- 
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tees, this Committee has reviewed such material as 
is available concerning operation of the clinics which 
dispensed narcotics during the period 1919-1923. It 
has studied proposals for legal dispensing of nar- 
cotics to addicts which have appeared in popular 
magazines,’ legal journals,” and medical journals.° 
It has conferred with persons with expert knowledge 
of the medical, social, and legal aspects of addiction. 
It has, in conjunction with the Council on Mental 
Health, studied testimony and statements of persons 
holding various views on the question. Information 
gained from these sources is embodied in the sub- 
stance of the reports below. It has reviewed the vol- 
uminous material contained in the reports of the 
subcommittee on the improvement of the Federal 
Criminal Code, U. S. Senate,* and reports of the 
Subcommittee on Narcotics of the House of Repre- 
sentatives.” 


Review of the Operation of Narcotic 
“Clinics” Between 1919 and 1923 


Assessment of the operations of the narcotic dis- 
pensaries between 1919 and 1923 is difficult because 
of the paucity of published material. Much of the 
small amount of data that is available is not suffi- 
ciently objective to be of great value in formulating 
any clear-cut opinion of the purpose of the clinics, 
the way in which they operated, or the results at- 
tained. The following account of the clinics must, 
therefore, be read in light of the deficiencies of the 
material on which it is based. 

The narcotic dispensaries which were operated by 
states and municipalities between 1919 and 1923“ 
were set up to meet a purported emergency ° created 
by a Supreme Court decision which held that dis- 
pensing of narcotics to an addict merely for the pur- 
pose of gratifying his addiction was not proper pro- 
fessional practice and, therefore, illegal under the 
Harrison Narcotic Law. Many of the physicians who 
had been prescribing for addiction ceased to do so, 
and addicts in some states and municipalities ap- 
plied to Boards of Health for relief. Some clinics 
were established at the suggestion of the Treasury 
Department agents. Approximately 44 clinics or dis- 
pensories * were established in various cities. Some 
of these operated for only a few weeks, others for as 
long as four years. On the whole, the clinics seemed 
to have no purpose other than the dispensing of 
drugs to addicts in order to prevent exploitation of 
the patients by drug peddlers and other unscrupu- 
lous purveyors of drugs. In some instances the clin- 
ics dispensed cocaine as well as opiates. The di- 
rectors of some clinics stated that they were not 
attempting to cure the patients of their addiction.* 
In all instances, it was eventually found necessary to 
give drugs to addicts for self-administration. It is 
also alleged that, in some clinics, physicians were 
well remunerated for doing relatively little work 
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other than writing prescriptions.** It also seems that 
the clinics functioned with meager facilities and 
with small staffs. 

There were some exceptions to the over-all lack 
of direction and purpose in the clinics. The clinic 
which functioned in Shreveport, La., is said to have 
required addicts to register in the clinic and to ob- 
tain employment before drugs were dispensed.™ The 
objective of the Shreveport clinic was to prevent ex- 
ploitation of the addict. The New Orleans clinic did 
not register its addicts and the director of the clin- 
ic * states that drugs were dispensed with no idea of 
the addicts being cured; rather, drugs were dis- 
pensed to prevent exploitation of the addict. The 
clinic which was operated in New York City by the 
New York Board of Health deserves special com- 
ment. Originally this clinic was set up as an emer- 
gency measure to care for addicts who could no 
longer obtain drugs from “trafficking” physicians, in 
anticipation of a panic which was expected to occur 
following the decision of the Supreme Court.*” Ac- 
cording to a physician closely connected with the 
clinic,” the emergency did not eventuate, and later 
the purpose of the clinic was altered.” It served as a 
means of bringing the addict into the open, furnish- 
ing him drugs so that he could obtain employment, 
of beginning rehabilitation, and of reducing the 
amount of the drug, preparatory to hospitalization 
in the institution operated on North Brothers Island, 
New York City.*® Seventeen hundred of the 7,400 
addicts registered in the New York City clinic finally 
went to the island for withdrawal, although the 
New York clinic was operated for a period of only 
10 months.” 

A number of beneficial results are claimed to have 
resulted from operation of the clinics. They were 
supposed to have brought the addict out of hiding 
and made him accessible to examination and to ef- 
forts at rehabilitation. They were supposed to have 
stopped the peddling of drugs, enable addicts to 
give up criminal activities, to obtain employment, 
to support their families, and in the case of the New 
York clinic they prepared some addicts for hospitali- 
zation and withdrawal. 

It is, however, impossible to evaluate these claims 
of benefits from the clinics. There was a complete 
lack of any objective criteria of success or failure. 
Data on the number of addicts who did obtain em- 
ployment and become self-supporting while receiv- 
ing drugs from the clinics are not available. Further- 
more, the shortness of the period during which the 
clinics operated would preclude any real assessment 
of the results. 

Opponents of the clinics claim that they actually 
achieved no good results; only detrimental ones."’ 
They state that some of the drugs given to persons 
registered in the clinic were diverted to individuals 
who were not clients of the clinics.’* It is claimed 
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that the clinics caused concentrations of addicts in 
the cities having clinics, with consequent increase in 
crime of various sorts.’* It is further asserted that 
peddling of narcotics was not eliminated, but actual- 
ly increased.’* It is also stated that the clinics failed 
to “cure” addicts. 

Claims for these detrimental results from the clin- 
ics, while difficult to evaluate, are somewhat better 
documented than are the claims of beneficial results. 
Some of the claims, such as those related to in- 
creased incidence of crime and drug traffic, seemed 
to be based largely on opinions of police officers. 
However, actual instances of definite abuse and di- 
versions of narcotics are cited '' and well substan- 
tiated by both physicians and law enforcement offi- 
cers. It is, however, impossible to evaluate the extent 
of these abuses. There are no quantitative state- 
ments on the number of addicts found diverting nar- 
cotics obtained from the clinics to other persons. 
There are no quantitative statements on the number 
of addicts who were apprehended for crimes while 
receiving drugs from the clinics, etc. 

Reasons for closing the clinics are obscure. Terry 
and Pellens “ imply that the clinics were closed be- 
cause of pressure from law enforcement officers be- 
fore they had a chance to develop more definitive 
programs. Law enforcement officers, on the other 
hand, claim that the clinics were closed as a result of 
local public pressures, including that arising from 
the medical profession. Actually, it does appear 
that the medical profession played a decisive role 
in shutting down the clinics. In 1920, Hubbard,” a 
physician who was connected with the New York 
City Narcotic Clinic, wrote as follows: “The pub- 
lic narcotic clinic is a new thing; in fact, there are 
only a few in existence and, if we may judge from 
our experience, they are not desirable and do not 
satisfactorily deal with the problem. We have given 
the clinic a careful and fair, as well as a lengthy, 
trial and we honestly believe it is unwise to main- 
tain it longer.” 

“The clinic has been found to possess all the ob- 
jectionable features characteristic of the so-called 
‘ambulatory’ treatment as practiced by the traffick- 
ing physicians, except one; the financial profit to a 
few physicians (about one-half of one per cent of 
the doctors in this city) performing this character 
of service.” 

Hubbard continued: “Treatment of the narcotic 
drug addict by private physicians prescribing and 
druggists dispensing, while the individual is going 
about, is wrong. The giving of the narcotic drug 
into the possession of an addict for self administra- 
tion should be forbidden. Until this is done by law, 
all honorable physicians should aid in stopping this 
vicious practice.” Hubbard repeated these opinions 
in an article which appeared in THE Journat later 
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during the same year.** It should be noted that the 
New York City clinic was closed before federal 
agents began their investigations of clinics. Closure 
of this clinic definitely seems to have resulted from 
decisions on the part of the medical profession. 

Apparently as a result of the experience gained 
in the New York clinics, a resolution was introduced 
at the meeting of the New York State Medical Asso- 
ciation in 1920 condemning ambulatory treatment 
of addiction either by the private physician or by 
clinics. This resolution was adopted. 

At the meeting of the House of Delegates of the 
American Medical Association in New Orleans in 
1920, the American Medical Association’s Com- 
mittee on the Narcotic Drug Situation in the United 
States ** recommended as follows: “That ambulatory 
treatment of drug addiction, as far as it relates to 
prescribing and dispensing of narcotic drugs to ad- 
dicts for self administration at their convenience, be 
emphatically condemned.” 

In 1920 and 1921, the Committee on Narcotic 
Drugs of the Council on Health and Public Instruc- 
tion of the American Medical Association made 
further investigations, and in June, 1921, made a 
recommendation '* which appears to have been ex- 
tremely influential in molding medical opinion. This 
recommendation read as follows: “No. 8. Your 
Committee desires to place on record its firm con- 
viction that any method of treatment for narcotic 
drug addiction, whether private, institutional, of- 
ficial, or governmental, which permits the addicted 
person to dose himself with the habit-forming nar- 
cotic drugs placed in his hands for self administra- 
tion, is an unsatisfactory treatment of addiction, 
begets deception, extends the abuse of habit-forming 
narcotic drugs, and causes an increase in crime. 
Therefore, your Committee recommends that the 
American Medical Association urge both federal 
and state governments to exert their full powers 
and authority to put an end to all manner of so- 
called ambulatory methods of treatment of narcotic 
drug addiction, whether practiced by the private 
physician or by the so-called ‘narcotic clinic’ or 
dispensary.” At the meeting of the American Medi- 
cal Association in 1924, this resolution was adopted 
by the House of Delegates and, therefore, became 
the official policy of the American Medical Asso- 
ciation. In October, 1921, apparently in response to 
the recommendations contained in this resolution, 
the Treasury Department issued a leaflet for the in- 
formation of physicians which contained a statement 
of policy unqualifiably condemning ambulatory 
treatment of addiction, and in two years all of the 
remaining narcotic dispensaries were closed. 

The committee on Narcotic Drugs of the Council 
on Health and Public Instruction of the A. M. A. 
was charged with visiting the Attorney General '° 
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and conferring with him as to the practicability of 
obtaining decisions from the United States Supreme 
Court which would remove existing uncertainties 
as to the meaning and applications of the Harrison 
Narcotic Act with reference to the terms: “in 
the course of his professional practice only” and 
“prescription.” The committee called on the Attorney 
General, who agreed to prepare a case by which it 
was hoped that a definition of medical practice 
would be reached which would make clear the pur- 
pose and intent of the Harrison Act in such a way as 
not to interfere with the proper use of narcotic drugs 
in the legitimate practice of medicine, but equally 
not to permit the supplying of narcotic drugs to 
addicts even under the guise of medical treatment 
to cure addiction. In this connection, the committee 
also called upon the director of the Narcotic Field 
Force of the Bureau of Internal Revenue, Treasury 
Department, and transmitted to him the opinion of 
the Council on Health and Public Instruction to the 
effect that the medica! profession “. . . emphatically 
condemns the practice of distribution of habit-form- 
ing narcotic drugs to addicts, in the course of their 
treatment for addiction, in such a manner that the 
addicts administer the drugs to themselves. Briefly, 
the so-called ambulatory treatment of addicts was 
condemned, whether practiced by the private phy- 
sician or public institution such as the so-called 
‘narcotic clinic’ and the director was urged to make 
use of the full powers of the Internal Revenue Bu- 
reau under the law to put an end to this practice.” 

It is certainly safe to assume that this visit by the 
Committee on Narcotic Drugs must have been very 
influential in causing the Secretary of the Treasury 
to instruct the Narcotic Field Force to close the 
clinics. It also appears that the Attorney General 
brought up the Behrman case before the Supreme 
Court in order to clarify the intent of the narcotic 
law. In this case, Dr. Behrman, who had issued pre- 
scriptions for large amounts of opiates and cocaine 
to known addicts, was charged merely with pre- 
scribing these drugs without any supervision as to 
manner or time of taking the drugs, or whether the 
drugs were ever taken by the addict at all. His good 
faith in the treatment of addiction was not ques- 
tioned.” The Attorney General asked the court “. . . 
to hold that, irrespective of the physician’s intent 
or belief, the Act is violated where drugs are placed 
by him in the sole control and subject to the unre- 
stricted disposal of the drug addict.” The Supreme 
Court sustained the government's position and this 
decision has since been repeatedly quoted as the 
basis for the Bureau of Narcotics’ regulation that a 
physician may not prescribe narcotics to an addict 
merely for the purpose of “gratifying” his addiction. 

Why did the Committee on Narcotic Drugs bring 
in such a strongly worded resolution? Why did it 
urge the director of the Narcotic Field Force to 
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close the clinics? Because of the passage of time we, 
of course, cannot be sure. It certainly is unthinkable 
that a committee of the American Medical Associa- 
tion was supinely yielding to pressure from law en- 
forcement agencies. From some of the writings of 
the time, we may infer that the committee was in- 
fluenced by a belief that opiates and narcotic addic- 
tion per se caused deterioration in morals and char- 
acter. One of the members of the committee “* in 
1921 wrote as follows: “The vice that causes degen- 
eration of the moral sense and spreads through social 
contact readily infects the entire community, saps its 
moral fiber and contaminates the individual mem- 
bers one after another, like the rotten apple in a 
barrel of sound ones.” 

Indignation about the activities of “script doctors” 
(physicians who exploited addicts for profit) also 
played a role. In the article of Prentice '* the follow- 
ing statement is found: “The shallow pretense that 
drug addiction is a disease which the specialist must 
be allowed to ‘treat’, which pretended treatment 
consists in supplying its victims with the drug that 
has caused their physical and moral debauchery, 
and that the regular physician, because lacking in 
their familiarity with the addicts, his habits, desires, 
and emotions, is therefore incompetent to assume 
his proper treatment, has been asserted and urged 
in volumes of literature by the self-styled special- 
ists.” 

The author continued: “In the parlance of that 
underworld, where the narcotic addict finds con- 
genial atmosphere, there exists a swift and secret 
means of communication—a sort of free masonry of 
their kind—by means of which the script doctors in 
a community are well known and accessible to all 
the addicts’ fraternity. These doctors, having a mo- 
nopoly of first-hand knowledge of the drug addict, 
his habits, sufferings, emotions and desires, whose 
heart bleeds in sympathy for the addict with his 
intolerable craving (for often it appears that the 
“doc” himself is addicted to the “dope”), whose 
defense of the business of supplying them with 
drugs is ever ready, suave and plausible, and whose 
business sense and greed for money is the creed of 
their professional practice—these are the “script doc- 
tors” invariably patronized by the addict, not be- 
cause he had need for the advice or skill of the 
physician, but solely because he knows that the 
“doc” will give him his “script,” or the “dope” itself, 
in whatever amount he says he needs. The drug 
thus “lawfully” obtained from a familiar druggist, of 
full weight and pure quality, at about 7 cents for 
a grain, can then be self administered at his con- 
venience, or shared with a needy friend, or sold in 
the street-peddling trade at a sufficient profit to 
finance his next visit to the “script doctor’s office.” 
Prentice concludes: “. . . a physician who supplies 
narcotic drugs to an addict, knowing him to be an 
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addict, or who connives with or condones such an 
act, is either grossly ignorant or deliberately con- 
victs himself as one of those who would exploit the 
miserable creatures of the addict world for sordid 
gain. It may be that he is himself addicted to the 
drug and has thus become a victim of its power to 
produce such profound moral perversion. For such 
there can be but one verdict—suspend or revoke his 
license to practice medicine, by all means.” 

This obvious indignation concerning the activities 
of a few unscrupulous physicians may have been 
projected on to the clinics, especially, since it is 
stated that some physicians who worked in the clin- 
ics made large incomes for nothing more than writ- 
ing prescriptions.” 

Another factor which may have impressed the 
committee in 1920 and 1921 was evidence that the 
“epidemic of adolescent addiction” which occurred 
after the end of World War I seemed to be declin- 
ing as a result of rigid enforcement of the narcotic 
laws. 


Present Status of Addiction in the United States 


Before attempting to consider the workability of 
the proposals for legal dispensing of narcotics to ad- 
dicts, a brief review of present knowledge concern- 
ing addiction in the United States seems necessary. 

Incidence.—The proponents of the clinic plans 
claim, with some justice, that the incidence of ad- 
diction in the United States is unknown. Under 
current social conditions, addiction is a hidden, se- 
cret practice. Addicts are violating the law and 
naturally wish to conceal their addiction. They are, 
therefore, difficult to count and accurate estimates 
are actually impossible. There are, however, indexes 
which probably reflect trends. One such index is the 
number of persons discovered to be addicts in the 
course of examinations for selective service. During 
World War I this rate was reported to be approxi- 
mately one in 1,500 draftees.’ During World War 
II the rate was said to be roughly one in 10,000 
draftees,’’ indicating a considerable decline in ad- 
diction between the two wars. The rate currently 
being found in selective service examinations is 
not known. Another index consists of the number 
of arrests and conviction on narcotic charges. This 
rate was high in the 1920's and early 30's, gradu- 
ally declined, and reached an all-time low during 
the war years, 1939 to 1945. This low point co- 
incides with World War II when the underworld 
was effectively shut off from the traditional sources 
of narcotics by control of shipping, inability to 
travel between countries, and purchase of all avail- 
able narcotic stocks by the warring powers. In 1946 
increase in the number of arrests and convictions 
began, reaching a peak in 1952.'"* Since that time 
the rate has been stable or falling. An effort has 
been made by a committee consisting of representa- 
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tives of the U. S. Departments of Treasury, Justice, 
Health, Education, and Welfare, State, and Defense, 
to tabulate all arrests, both state and federal, for 
violations of the narcotic laws.'** Names of individ- 
uals arrested and convicted are sent to the Bureau 
of Narcotics and constitute a list of persons who are 
presumed to be or to have been addicted. Provision 
is made for elimination of duplications. This count, 
which has been going on for over two years, con- 
tained as of April, 1955, the names of 28,000 per- 
sons.'* The Commissioner of Narcotics “* estimates 
that there was one addict in every 400 persons in 
the United States prior to the passage of the Harri- 
son Act. Currently, he estimates that the rate is 
about one addict in 3,000 persons. These estimates, 
of course, tend to reveal a reduced incidence of ad- 
diction but their validity can be questioned. 

The list of known addicts, currently being com- 
piled by the Bureau of Narcotics, may prove help- 
ful. In 1953 arrests by both federal and local author- 
ities ‘“* totaled 23,627. In 1954 there were 19,489 
arrests, a drop of 17% from the previous year. Fig- 
ures for 1955 are not yet available. Addiction is 
localized chiefly to large urban centers. The areas 
with the largest numbers of arrests are New York, 
Illinois, California, Michigan, District of Columbia, 
Ohio, and Texas. The number of addicts in many 
states is quite low. Even within a given state, foci 
of addiction are localized in certain cities. Cities 
with the highest concentrations of addicts include 
New York, Chicago, Washington, D. C., and Los 
Angeles. While statistics suggest that the problem 
may be declining in the United States as a whole, 
it still remains acute in certain cities. Javits '* pre- 
sents data showing that arrests on charges of selling 
or processing narcotics in New York City were 20% 
greater in 1954 than in 1951. Arrests of persons un- 
der 21 on narcotic charges in New York increased 
30% in 1954 as compared with 1953. 

Sociological studies in Chicago,”® Detroit,’ and 
New York * reveal, further, that addiction is con- 
centrated in relatively small areas of those cities. 
These studies indicate that currently most addicts 
are Negroes and persons of Puerto Rican descent. 

Probably the chief reason for the great alarm 
manifest concerning addiction is the belief that a 
large proportion of addicts currently are persons 
under 21 years of age. Inspection of some of the 
data on this point is informative. Tabulations of the 
President's Interdepartmental Committee ** show 
that only 13% of persons arrested on narcotics 
charges in 1953 and 1954 were less than 21 years of 
age and that only 1.1% were less than 18 years of 
age. On the other hand, sociological studies in Chi- 
cago *° estimate that the increase in drug users in 
Chicago had occurred principally in teenagers and 
young adults. According to this study, about one- 
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third of the estimated 5,000 drug users in Chicago 
in 1952 were under 21. Between Jan. 1, 1949, and 
Oct. 31, 1952, 1,844 new cases of drug use in males 
under 21 years of age were listed in the courts and 
hospitals of New York City.”* In interpreting the 
figures from New York and Chicago it must be kept 
in mind that these are cities of high incidence of 
addiction and do not reflect the situation in the 
United States as a whole. Though the data indi- 
cate that addiction in younger persons is a problem, 
they do not seem to justify the degree of alarm that 
has arisen. Moreover, it is not a new phenomenon.” 
A similar alleged increase in “adolescent addiction” 
followed World War I, and at that time was re- 
sponsible for great disquiet. In 1920 Hubbard “ 
found that 9% of 7,464 addicts in New York City 
were between 15 and 19 years of age. In a statistical 
study of 1,036 admissions of addicts to the U. S. 
PHS at Lexington in 1936 and 1937, Pescor *° found 
that 16.5% of the patients stated that they began use 
of narcotics at age 19 or less. 

Etiology of Addiction.—The etiology of addiction 
is regarded by most authorities as being multifacto- 
rial.” Socioeconomic, psychiatric, and pharmacolog- 
ical factors all play important roles. The importance 
of these various factors may vary from individual 
to individual. Furthermore, various factors affect 
each other. 

Socioeconomic Factors.—Socioeconomic factors 
associated with addiction have been studied exten- 
sively in Chicago,”° Detroit,** and New York City * 
and in British Columbia.” In Chicago the studies 
were carried out jointly by the Chicago Area Project 
and the Institute of Juvenile Research. In Detroit 
they were carried on by the Mayor’s Committee. In 
New York they were carried on by the Institute for 
Human Relations of New York University. These 
two studies were concerned with addiction in young 
persons. In Vancouver the studies have been done 
by the Drug Addiction Project, University of British 
Columbia. 

There is a remarkable agreement between these 
various studies in diverse locations. In all studies, 
addiction especially of youths is found to be largely 
confined to very limited areas of the cities involved. 
These areas are the poorest in the cities and are 
characterized by the lowest income, poorest hous- 
ing, most unstable family structures, the highest 
delinquency rates, and, with the exception of Van- 
couver, which does not have a large Negro popula- 
tion, the areas have populations of predominantly 
Negro or Puerto Rican origin.** In such areas juve- 
nile gangs (“street corner society”) are prominent in 
the life of the boys.*° The association between de- 
linquency and addiction is stressed in these reports. 
No definitive socioeconomic information is available 
outside these few large cities. 
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Psychiatric Factors.—There is a general agreement 
among all students of addiction that addicts have 
personality aberrations and that these psychiatric 
conditions preceded and played an important role 
in the genesis of addiction, its maintenance, and the 
higher relapse rate after treatment *° (note the pos- 
sible relationship with socioeconomic factors, partic- 
ularly unstable family structures, in the develop- 
ment of such personality disturbances ). 

The kinds of personality disturbances associated 
with addiction are chiefly character disorders, inade- 
quate personalities, and neuroses. Gross psychotic 
disturbances are not common among addicts.** A 
small proportion of addicts definitely are the aggres- 
sive, antisocial, hedonistic individuals who were 
formerly termed “constitutional psychopaths.” Such 
persons are sometimes referred to as “essential” 
criminals. Another group of addicts clearly consists 
of individuals who are neurotic. These persons 
suffer with anxiety, phobias, compulsions, obses- 
sions, conversion symptoms, and so on. The majority 
of addicts, however, do not fall into clear-cut nosol- 
ogical entities, but rather present mixtures of traits 
of the kind found in neuroses, character disorders, 
and inadequate personalities. This is a general find- 
ing in addiction. Addiction is not a “pure culture” 
phenomenon; there are no “black and white” an- 
swers, but rather infinite shades of gray. Statements 
like “addicts are criminals,” “addicts are not crim- 
inals but emotionally sick people” are not, without 
qualification, completely correct. Moreover, addic- 
tion is not a static but a constantly changing affair. 
There is a tendency to lay too much stress on des- 
criptions of personalities of addicts which were 
written 20 to 40 years ago. At that time the “medical 
addict,” the alcoholic, and the neurotic constituted 
a larger proportion of addicts than they do today. 
Currently, the immature, hedonistic, inadequate 
addict dominates the scene. 

Pharmacological Factors.—Current concern about 
addiction is almost entirely limited to the opiates 
and similar drugs. Cocaine is seldom mentioned. 
Marihuana is feared chiefly as a factor predisposing 
to opiate addiction. The chief drug of addiction in 
the United States is heroin. Heroin is used because 
it is more potent than morphine and, therefore, 
more doses can be smuggled in less bulk. Heroin is 
easy to manufacture in clandestine laboratories, pro- 
vided a source of opium or morphine is available. 
The drug is preferred over morphine by many ad- 
dicts because of the rapid onset and greater intens- 
ity of effect. There is no scientific basis for the pop- 
ular idea that heroin has special, sinister qualities 
in relation to crime, physical and mental deteriora- 
tion, or moral degeneration. For example, in Eng- 
land where heroin has been manufactured and used 
in medical practice under proper conditions of con- 
trol, incidence of addiction is less than it is in the 
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United States, where heroin is banned, and there 
has been no complaint about any special problem 
addiction caused by medical use of heroin. 

Tolerance and Dependence.—Opiate addiction is 
frequently described as embracing two related phe- 
nomena—tolerance and dependence. Dependence is 
further subdivided into physical dependence and 
emotional or psychological dependence (habitua- 
tion ). . 

Tolerance is defined as a diminishing effect on 
the repetition of the same dose of the drug or, 
conversely, as a need to increase the dose in order 
to obtain the original degree of effect. Despite in- 
tensive research, the mechanism of tolerance is still 
unknown. The degree of tolerance which can be 
developed to the opiate drug seems almost bound- 
less. Authentic cases have been recorded in which 
addicts took as much as 5 Gm. (78 grains) of mor- 
phine intravenously in less than 24 hours without 
incurring any untoward effects.” Some facts about 
tolerance are important to the consideration of the 
“clinic” plans. Tolerance inevitably follows repeated 
administration of the opiates. It develops most in- 
tensively and in the highest degree when drugs are 
given on a regular schedule. Tolerance is manifested 
both by decrease in the intensity of the effect in- 
duced by a given dose of the drug and by decrease 
in the duration of observable action of the drug. If 
the dose of morphine the addict is taking is held 
constant for a period of weeks or months and the 
drugs are given at intervals of six hours, signs of 
mild abstinence ultimately appear four or five hours 
after each injection. This means that most patients 
receiving drugs in clinics would periodically wish 
to have their doses adjusted upward. What the final 
upper limit would be is unknown as are the physical 
effects of long-continued taking of large amounts of 
opiates. 

Emotional dependence refers to the psychological 
meanings of the use of drugs and the effects of drugs. 
Psychological dependence is, of course, related to 
the effects opiates create within the central nervous 
system. These drugs have the peculiar property of 
depressing “primary” drives.*” They diminish hun- 
ger, thirst, fear of pain, and sexual urges. They allay 
anxiety, create a sense of pleasant relaxation, free- 
dom from worry, and enable the user to engage in 
fantasy. The development of physical dependence 
creates a new biological need, the satisfaction of 
which is directly pleasurable just as is the satisfac- 
tion of hunger or thirst. The addict tends to discard 
the usual methods of adaptation to life situations. 
Taking the drug often becomes the answer for all 
of life’s problems. This creates a tendency to an in- 
dolent parasitic existence in many addicts which can 
be effectively countered by a high degree of motiva- 
tion to work and to produce depending on the per- 
sonality of the addict. 
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Physical dependence is defined as the develop- 
ment of an altered physiological state which is 
brought about by the repeated administration of the 
drug and which necessitates continued administra- 
tion of the drug to prevent the appearance of the 
characteristic illness which is termed an abstinence 
syndrome. When an addict says that he has a habit, 
he means that he is physically dependent on a drug. 
When he says that one drug is habit-forming and 
another is not, he means that the first drug is one 
on which physical dependence can be developed 
and that the second is a drug on which physical de- 
pendence cannot be developed. Physical depend- 
ence is a real physiological disturbance. It is asso- 
ciated with the development of hyperexcitability in 
reflexes mediated through multineurone arcs. It can 
be induced in animals, it has been shown to occur in 
the paralyzed hind limbs of addicted chronic spinal 
dogs, and also has been produced in dogs whose 
cerebral cortex has been removed.*”* 

Physical dependence is important in that it tends 
to make chronic opiate intoxication continuous 
rather than intermittent. It forces the addict to seek 
his drugs by any and all means. The first concern 
of many addicts becomes obtaining and maintaining 
an adequate supply of drugs. 

Although physical dependence on opiates is a 
real entity, the illness which follows withdrawal is 
not as severe as many persons believe. Even abrupt 
withdrawal seldom results in death in a person who 
has no serious complicating organic illness. The 
rate of recovery from the withdrawal illness is rela- 
tively rapid. The severe symptoms largely abate 
after three to seven days, but some physiological 
changes with mild symptoms persist for several 
months. It is not unusual for addicts to discontinue 
the use of drugs (“kick the habit on the street” ) 
without medical help.*’ Many addicts, while dread- 
ing drug deprivation, have no overwhelming fear 
of the withdrawal illness any more than the alcohol- 
ic has any great fear of the “hangover.” 

Why do addicts continue to take drugs? There 
are several ideas. The most common view is that 
addicts take drugs merely to prevent the appear- 
ance of the withdrawal illness. A less well-known, 
and possibly more accurate, idea is that the addict 
continues to take the drugs because he obtains 
direct positive pleasure from satisfaction of a new 
and artificial biological need.*”* It seems most likely 
that a combination of both reasons is the most log- 
ical explanation. Many addicts strive to overcome 
tolerance and to recapture the initial sensations in- 
duced by the drugs. It should be noted that com- 
plete tolerance to the orgastic sensations produced 
by intravenous injection of drugs does not develop. 
This is one of the main reasons for the intravenous 
use of drugs. 


References cited in text will appear at end of third article 
in the series. 
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CALIFORNIA cussions include “Lung Failure” and “Modern 


Trimble Memorial Fund.—The California Tubercu- 
losis and Health Association has established a Me- 
morial Research Fund to perpetuate the memory 
of the late Dr. Harold G. Trimble and to continue 
in some small part medical research in California. 
Dr. Trimble was a former vice-president of the 
National Tuberculosis Association and past-presi- 
dent of the California association. 


COLORADO 


Society News.—The Colorado Society of Anesthesi- 
ologists has elected the following officers for the 
coming year: president, Dr. Alson F. Pierce, Colo- 
rado Springs; president-elect (1958-1959), Dr. Uca 
F. Simms, Denver; vice-president, Dr. Norma B. 
Bowles, Colorado Springs; and secretary-treasurer, 
Dr. Donald W. Stein, Denver. 


CONNECTICUT 
Personal.—Dr. Charles D. Marple, of Rowayton, has 
been appointed medical director of the American 
Foundation for Allergic Diseases. Dr. Marple pre- 
viously served as medical director of the American 
Heart Association. 


State Society’s Clinical Congress in Hartford.—The 


32nd clinical congress of the Connecticut State 


Medical Society and the Yale University School of 
Medicine will be held at the Hotel Statler, Hartford, 
Dec. 11-12. The program includes the following 
out-of-state speakers: 


Cardiac Fluoroscopy, Dr. John B. Schwedel, New York City. 

Pulmonary Edema, Dr. James V. Warren, Durham, N. C. 

Aldosteronism, Dr. Frederic C. Bartter, Bethesda, Md. 

Disorders of the Menstrual Function, Dr. Howard Ulfelder, 
Boston. 

Medical Problems in Adolescence, Dr. J. Roswell Gallagher, 
Boston. 

Metabolic Problems of the Postoperative Patient, Dr. Henry 
T. Randall, New York City. 

Choice of Treatment for Breast Carcinoma (Radical versus 
Simple Mastectomy and the Place of Radiation), Dr. 
Cushman D. Haagensen, New York City. 

Diarrhea in Children, Dr. Robert E. Cooke, Baltimore. 

Management of Restlessness and Sleeplessness, John C. 
Krantz Jr., Ph.D., Baltimore. 


Two clinical pathological conferences will be 
conducted by Dr. Stanley L. Robbins, Boston, and 
Edward A. Gall, Cincinnati, respectively. Panel dis- 





Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


Trends in Treatment of Pancreatic Disease.” A 
symposium, “The General Practitioner, His Place 
in the Hospital and the Community,” will be mod- 
erated by Dr. Richard B. Elgosin, Hamden. Twelve 
hours of category I credit will be given for attend- 
ance by the American Academy of General Prac- 
tice. Registration fee is $5. For information write 
the Connecticut State Medical Society, 160 St. 
Ronan St., New Haven 11, Conn. 


University News.—A 300-year-old book, “Tractatus 
de Corde,” by Richard Lower, was given to the 
Yale University School Library by Dr. James J. 
Waring, professor emeritus of medicine at the 
University of Colorado Medical School and a mem- 
ber of the Yale class of 1904. The book was printed 
originally in 1669. The Yale edition, containing 
corrections by the author, was published in 1670. 
Only two other copies of this 1670 edition are 
known to exist. The newly acquired Lower book 
will be placed in the Historical Library of the Yale 
Medical School.——The Arthritis Study Unit, Yale 
University School of Medicine, New Haven, will 
present Dr. Robert Shapiro, chief, department of 
radiology, Hospital of St. Raphael, New Haven, 
who will speak on “Metabolic Bone Disease” Dec. 5, 
4:30, at the Fitkin Amphitheater. Physicians are 
invited.——The Yale Medical Society announces 
that Mr. J. C. McClure Browne, professor of 
obstetrics and gynecology, Postgraduate Medical 
School of London, will speak on “Utero-Placental 
Circulation in Health and Disease” Dec, 9, 8:15 
p. m. at the Fitkin Amphitheater, Yale-New Haven 
Medical Center.——The First John Punnett Peters 
Memorial Lecture was given by A. Baird Hastings, 
Ph.D., Hamilton-Kuhn Professor of Biochemistry, 
Harvard Medical School, Nov. 25, at the Yale Uni- 
versity School of Medicine, New Haven, on “Re- 
flections on Quantitative Clinical Chemistry—'57.” 


ILLINOIS 

Lecture on Speech Disturbances.—The third lecture 
in the annual series on “The Emotional Problems of 
Childhood” will be held at North Shore Hospital, 
Winnetka, Dec. 4, 8:00 p. m. Margaret Hall Powers, 
Ph.D., director, Bureau of Physically Handicapped 
Children and Division of Speech Correction, Board 
of Education, Chicago, will discuss “Management 
of Learning Difficulties and Speech Disturbances.” 
The Commission on Education of the American 
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Academy of General Practice has approved these 
lectures for category II credit. Physicians and allied 
personnel are invited. 


Chicago 

Lecture on Medical History.—The International 
College of Surgeons announces the third of a series 
of lectures on the history of surgery, “The Evolu- 
tion of Physiology,” by C. D. O’Malley, Ph.D., de- 
partment of history, Stanford University, Palo Alto, 
at the School of the History of Surgery and Related 
Sciences of the International College of Surgeons, 
1524 Lake Shore Drive, Chicago, on Dec. 3, at 
8:00 p. m. 


Appoint Chairman of Pathology Department.—Dr. 
Robert W. Wissler, professor of pathology, Univer- 
sity of Chicago, was named chairman of the depart- 
ment, effective Oct. 1. He succeeds Dr. Paul R. 
Cannon, who retired after 17 years as chairman and 
32 years on the medical faculty. Dr. Wissler has 
received the following awards: David Worth Dennis 
Award in Chemistry at Earlham College (1939); 
Howard Taylor Ricketts graduate student award 
(1947); and Joseph A. Capps prize from Chicago 
Institute of Medicine (1950). He is an associate 
editor of Metabolism and of Nutrition Reviews. Dr. 
Cannon will continue to maintain an office at the 
University as professor emeritus. 


Lecture on Pediatric Feeding.—Dr. F. Howell 
Wright, chairman, department of pediatrics, School 
of Medicine, University of Chicago, will discuss 
present-day considerations in the feeding of chil- 
dren at a luncheon meeting of the Chicago Nutri- 
tion Association Dec. 5 at the Western Society of 
Engineers, 84 Randolph St. Information may be ob- 
tained from C. Edith Weir, President, Chicago Nu- 
trition Association, 939 E. 57th St., Chicago 37. 


University News.—The first lecture in the 1958 series 
on the growth of medicine at the Northwestern 
University Medical School will be presented Jan. 7 
by Dr. Sol Rosenthal, director, Institute for Tuber- 
culosis Research, University of Illinois Medical 
School on “The History of Tuberculosis."——The 
Theta Chapter of Phi Beta Pi at Northwestern Uni- 
versity Medical School presented the annual Ste- 
phen Walter Ranson Memorial Lecture Nov. 21, 
when Dr. George Crile Jr., of the Cleveland Clinic, 
Cleveland, discussed “Some Problems in the Treat- 
ment of Cancer.” 


Ophthalmologists’ Meeting.—The Chicago Ophthal- 
mological Society will hold its annual clinical con- 
ference Feb. 21-22, at the Drake Hotel. Guest 
speakers include Drs. Wendell L. Hughes, Hemp- 
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stead, N. Y.; P. Robb McDonald, Philadelphia; 
Phillips Thygeson, San Jose, Calif.; Lorenz E. Zim- 
merman, Washington, D. C.; and Drs. Eugene R. 
Folk, Orville E. Gordon, William F. Hughes, Peter 
C. Kronfeld, David Shoch, Derrick Vail, and How- 
ard L. Wilder, Chicago. The subjects will include 
a symposium on the complications of ophthalmic 
surgery, the zonule of the lens, glaucoma and reti- 
nal detachment surgery, plastic surgery technique, 
management of glaucoma and cataract, melanotic 
tumors of the iris, and the structure of the vitreous. 
The 14th annual Sanford R. Gifford Memorial Lec- 
ture will be delivered by Dr. Thygeson, Feb. 21, 
5:15 p. m. All ophthalmologists are invited to at- 
tend the lecture and the buffet supper which fol- 
lows. For information write Mrs. Edward J. Ryan, 
Executive Secretary, 1150 N. Lorel Ave., Chica- 
go 5l. 


MASSACHUSETTS 

Personal.—Dr. Thomas Oliver Nevison Jr., of Cam- 
bridge, has been awarded a Daniel and Florence 
Guggenheim fellowship in the amount of $5,000, 
for graduate study at the Harvard—Guggenheim 
Center for Aviation Health and Safety, Boston. 


Aviation Health Center.—A postgraduate program 
in the Harvard—Guggenheim Center for Aviation 
Health and Safety is underway at Harvard Univer- 
sity’s School of Public Health. Among those enrolled 
are members of the U. S. Air Force, the U. S. Army, 
Australia’s Department of Civil Aviation, the Royal 
Canadian Air Force, the Swedish Air Force, a 
Swedish aircraft manufacturing firm, and an Amer- 
ican commercial airline. The center, the fifth avia- 
tion research center established in the United States 
by The Daniel and Florence Guggenheim Founda- 
tion, is the first set up by the foundation to deal 
directly with aviation health and safety. Attention 
is focused on basic research involving human prob- 
lems in the era of jet aircraft; advanced training for 
physicians, biological scientists, and aeronautical 
engineers in aviation health and safety; and estab- 
lishing a clearing house for technical information 
on aviation health and safety. Among the problems 
to be studied will be the responses of the human 
body to extreme speeds, altitudes, temperatures, 
and toxic agents in flight and on the ground. Most 
of the departments in the School of Public Health 
and specialists elsewhere in Harvard University will 
participate in the instruction. 


University News.—Dr. John R. Ellis, Physician to the 
London Hospital and sub-Dean of the London 
Hospital Medical School was the guest of the Har- 
vard Medical Alumni Council Nov. 9 and partici- 
pated in teaching sessions at the Medical School 
Nov. 11. 
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MINNESOTA 

Dr. Balfour Honored.—Dr. Donald C. Balfour, 
emeritus director, Mayo Foundation and former 
head of a section of surgery in the Mayo Clinic, 
has been awarded a hand-illuminated certificate 
which designates him an honorary life member of 
the Medical Alumni Association of the University 
of Toronto. The certificate is entirely worked by 
hand in the medieval heraldic manner. Dr. Balfour 
has received honorary degrees from the University 
of Toronto, Carleton College, St. Olaf College, Mc- 
Master University, Northwestern University, and 
the University of Western Ontario. These degrees 
are represented in the certificate—-—Dr. James W. 
Kernohan, chairman, sections of pathology of the 
Mayo Clinic, has been elected president of the 
American Board of Pathology. 


NEBRASKA 

Society News.—The officers of the Nebraska Asso- 
ciation of Pathologists for the year 1957-1958 are: 
Dr. Clarence S. Moran, Omaha, president; Dr. Har- 
old B. Miller, Lincoln, president-elect; and Dr. 
Morton H. Kulesh, Omaha, secretary-treasurer. 


Personal.—Dr. James I. Podlesak, of Lincoln, has 
been appointed a civil aviation medical examiner 
in the U. S. for the Canadian Department of Trans- 
port. For the past 25 years Dr. Podlesak has been 
a U. S. Department of Commerce authorized medi- 
cal examiner for all types of pilots licenses issued 
by the Civil Aeronautics Administration, including 
examination for airline pilots rating. 


NEW JERSEY 

Personal.—_Dr. Elmer L. Severinghaus has an- 
nounced that he will retire from his position as vice- 
president for clinical research of Hoffmann-La 
Roche Inc. as of Jan. 1, 1958. He has been with the 
firm in this capacity for about 12 years. Lowell O. 
Randall, Ph.D., who has been on the Roche phar- 
macology staff for over 11 years, has been promoted 
to director of pharmacological laboratories. The 
direction of clinical research will be conducted by 
Dr. Virginius D. Mattia, who had recently been ap- 
pointed director of medical information for 
Roche.——Dr. Henry A. Davidson, editor of The 
Journal of The Medical Society of New Jersey, 
was appointed superintendent of Essex County 
Overbrook Hospital, following the retirement of Dr. 
Joseph D. Sutton. 


NEW YORK 

Program for Hospital Administrators.—A supple- 
mentary grant of $100,000 to inaugurate an ad- 
vanced program for hospital administrators has 
been given to Cornell University, Ithaca, by the 
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Alfred P. Sloan Foundation. The grant will be 
administered by the Sloan Institute of Hospital 
Administration of the Graduate School of Business 
and Public Administration at Cornell. Hospital ad- 
ministrators, selected on a nationwide basis, will 
be chosen each year for the next three years to 
spend six weeks on the Cornell campus. Participants 
will pay a nominal charge. The major part of the 
cost, including room and board, will be met by the 
grant. The curriculum will cover trends in medical 
care and hospital administration, administrative 
theory and practice, research methods and oppor- 
tunities in hospitals, and financial trends affecting 
health administration. Faculty will be recruited 
from the staff of the Sloan Institute, the Graduate 
School of Business and Public Administration, other 
schools, and divisions of Cornell University and 
other institutions. 


New York City 

Dr. Rovenstine Honored.—Dr. Emery A. Rovenstine, 
chairman, department of anesthesiology, New York 
University College of Medicine since 1935, has been 
awarded the distinguished service award of the 
American Society of Anesthesiologists. Dr. Roven- 
stine is director of anesthesia at Bellevue Hospital 
Center, Gouverneur and Goldwater Memorial hos- 
pitals. He was guest director of anesthesia at Oxford 
University, London, in 1938; guest professor of 
anesthesia, University Rosario, Argentina, 1939; and 
a member of the medical teaching mission to Czech- 
oslovakia in 1946. 


Grant to Aid Building Program.—A grant of $200,- 
000 to New York University—-Bellevue Medical Cen- 
ter by the New York Foundation, in memory of 
Lionel J. and Matilda Salomon, will go toward the 
building program which includes a 19-story, 600- 
bed general hospital to replace the current Univer- 
sity Hospital at 20th Street and Second Avenue. 
It will be used for the benefit of the aged, or crip- 
pled children. The New York Foundation has now 
made gifts totaling nearly $490,000 to the Univer- 
sity's Medical Center since the program was con- 
ceived in 1945. 


Personal.—Dr. Perrin H. Long, chairman, depart- 
ment of medicine, New York University College of 
Medicine, and chief, department of medicine, Kings 
County Hospital Center, Brooklyn, New York, has 
been appointed editor-in-chief of Medical Times, 
The Journal of General Practice, effective Jan. 1, 
1958. He will succeed Dr. Arthur C. Jacobsen, who 
will become editor-in-chief emeritus. Dr. Long, 
who is the editor also of Resident Physician, has 
for many years been a member of the Council on 
Drugs of the American Medical Association. 
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PENNSYLVANIA 


Dr. Salk Receives Gallatin Award.—Dr. Jonas E. 
Salk received the first Albert Gallatin award at the 
annual dinner of the Albert Gallatin Associates of 
New York University. The award is given each year 
to a graduate of the university who has made a 
“contribution of lasting significance to society.” 
The Gallatin Associates include alumni and non- 
alumni who have demonstrated their interest in the 
university's programs through advice, participation, 
and support. Albert Gallatin, who was secretary of 
the treasury under Presidents Jefferson and Madi- 
son, was a founder of the university and served as 
first chairman of its governing council. 


Philadelphia 


University News.—At the request of the U. S. State 
Department, The Woman’s Medical College of 
Pennsylvania has enrolled Dr. Mahgul Mohamad 
Ali, of Kabul, Afghanistan, as a special student. 
A graduate of La Fatima Jinnah Medical College in 
Lahore, Pakistan, Dr. Ali is the first Afghan woman 
doctor. 


Appoint Dean of Graduate School.—Dr. George B. 
Koelle, chairman, department of physiology and 
pharmacology, University of Pennsylvania Graduate 
School of Medicine, has been elected dean of that 
school succeeding Dr. G. Morris Piersol, who has 
served the university for 50 years as a teacher and 
administrator. The revised curriculum which will be 
instituted in September, 1958, was formulated by 
a faculty committee of which Dr. Koelle was chair- 
man. It is designed to meet changing requirements 
for medical specialty training both in this country 
and abroad. At present, the Graduate School con- 
ducts an eight-month program in which study of 
the basic medical sciences is carried on concurrently 
with clinical training in 22 specialties. In place of 
this combined program, the new curriculum pro- 
vides for two separate semesters of four months 
each. The basic medical sciences and those sciences 
which a physician requires for his specialty will be 
offered during the first semester. The second semes- 
ter will be devoted entirely to clinical training. 
Dean Koelle served with the Chemical Warfare 
Service of the U. S. Army in World War II. His 
teaching work, prior to joining the Pennsylvania 
faculty in July, 1952, included assignments at Johns 
Hopkins and Columbia universities. 


UTAH 

Dr. Ely Receives Ross Award.—Dr. Robert Ely, as- 
sociate professor of pediatrics, University of Utah 
College of Medicine, Salt Lake City, has received 
the 1957 Ross Award for Pediatric Research. The 
award, consisting of a plaque and $1,000, is made 
annually by the Western Society for Pediatric Re- 
search. Dr. Ely’s prize-winning research had to do 
with corticosterone metabolism in rheumatic fever. 
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WEST VIRGINIA 

Hospital News.—Dr. Robert B. Brown, chief of sur- 
gery, Naval Hospital, Bethesda, Md., will be the 
guest speaker at a clinical conference at the Man 
Hospital, Man, Jan. 9-10, 1958. On Jan. 10 Dr. 
Brown will lecture on “Freeze-Dried Arterial Homo- 
grafts and Arterial Replacement Procedures.” 


Personal.—Dr. Upshur Higginbotham, of Bluefield, 
was elected president of the West Virginia Heart 
Association at the annual meeting in Morgantown 
recently. Dr. James Wolverton Jr., of Piedmont, was 
named president-elect and Dr. Jesse J. Jenkins Jr., 
of Fairmont, vice-president. Dr. James H. Walker, 
of Charleston, and Mr. R. E. Plott, also of that city, 
were reelected secretary and treasurer, respectively. 


WISCONSIN 


Personal.—Dr. D. Murray Angevine, chairman, de- 
partment of pathology, University of Wisconsin 
Medical School, Madison, has accepted appoint- 
ment on the Committee on Research on Pathogene- 
sis of Cancer of the American Cancer Society.—— 
Dr. John Z. Bowers, dean, University of Wisconsin 
Medical School, Madison, has been appointed edi- 
tor-in-chief of the Journal of Medical Education. 
He has served as chairman of the editorial board 
of the publication since 1953. 


Radioisotopes Symposium in Milwaukee.—The Mil- 
waukee Academy of Medicine will present a sym- 
posium on radioisotopes Dec. 7, at Marquette Uni- 
versity. The program follows: 


Basic Nuclear Physics, Titus C. Evans, Ph.D., professor of 
radiation research, State University of Iowa College of 
Medicine. 

Basic Radiation Biology, Harvey M. Patt, Ph.D., senior 
physiologist, Argonne National Laboratory. 

Basic Cellular and Histologic Changes Produced by Radia- 
tion Energy, Dr. William Bloom, professor of anatomy, 
University of Chicago. 

Radioisotopes in Pharmacology, Dr. E. M. K. Geiling, emeritus 
professor of pharmacology, University of Chicago. 

Radioistopes in Biochemistry, Dr. Edward A. Doisy Jr., as- 
sociate professor of internal medicine, St. Louis University 
School of Medicine. 

Radioisotopes in Physiology, Dr. Joseph F. Ross, professor 
of medicine and associate dean, University of California 
School of Medicine. 


A question-and-answer period at 3 p. m. will be 
moderated by Dr. Austin M. Brues, director, biolo- 
gy division, Argonne Laboratory. For information 
write the Milwaukee Academy of Medicine, 561 
N. 15th St., Milwaukee. 


Defense Department Citation.—The University of 
Wisconsin Medical School has received a citation 
from the Defense Department of the United States 
for its cooperation with the Reserve Program, par- 
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ticularly the Army Reserve's 44th General Hospital 
Unit. This is the first citation of its kind to be given 
to anyone other than a business organization in the 
state of Wisconsin. The award was presented to 
Dean John Bowers by the chief of the Wisconsin 
Military District, Col. Charles C. Ege, at the 44th 
General Hospital Unit meeting, Nov. 4. Lieut. Gov- 
ernor Warren Knowles, university president E. B. 
Fred, Col. George E. Leone, 5th Army Surgeon, and 
Col. Edwin J. Briggs, Senior Army Advisor for 
Wisconsin, attended the presentation. 


Dr. Price Awarded Lifetime Grant.—The American 
Cancer Society has awarded a lifetime salary grant, 
valued at $392,296, to Dr. James R. Price, associate 
professor of surgery and cancer research specialist 
at the University of Wisconsin Medical School, Mad- 
ison. The new type of society grant will support 
Dr. Price in cancer research for the remainder of 
his active medical practice, estimated to be 1991, 
when he reaches the retirement age of 70. The grant, 
the first of several in the nation under a new pro- 
gram starting this year, is the American Cancer 
Society—Charles Hayden Foundation Professor of 
Surgery in Cancer Research award. It is retroactive 
to July 1 of this year and imposes no restrictions on 
Dr. Price in continuing the research he has under- 
taken. The award is to be administered through the 
Medical School. Since 1952, Dr. Price has headed 
a university Medical School research unit, sup- 
ported by the society and engaged in metabolic 
studies on patients with cancer. In 1952, Dr. Price 
was named to head the fundamental biochemical 
research in human patients with establishment of 
The Cancer Research Hospital. He was a predoctoral 
Research Fellow of the U. S. Public Health Service 
in 1948-1949. 


GENERAL 


Workers Longevity Increases.—Average length of 
life among millions of industrial policyholders of 
the Metropolitan Life Insurance Company reached 
70.2 years in 1956, a slight gain over the preceding 
year, the company statisticians report. The gain in 
longevity has amounted to 4% years since 1946, 10 
years since 1936, and 24 years since 1909. In 1879- 
1894 the average lifetime was only 34 years. 


Bubonic Plague in Young Girl.—Dr. James E. Peavy, 
Texas Department of Health, reported to the U. S. 
Public Health Service a fatal case of bubonic plague 
in a 4-year-old girl. The patient gave a history of 
flea bites when visiting an area west of Boulder, 
Colo. She became ill after arriving home in Wichita 
County, Texas, and died one week after onset, fol- 
lowing a high fever, glandular enlargement, and a 
rash. Cultures taken at autopsy showed an organism 
resembling Pasteurella pestis. Final confirmation of 
the diagnosis was obtained about a month after 
death of the patient. 
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Nuclear Medicine Meeting.—The fifth annual meet- 
ing of the Society of Nuclear Medicine will be held 
in Los Angeles, at the Beverly Hilton Hotel June 
19-21, 1958. The deadline for submission of ab- 
stracts to be published is Feb. 15, 1958. The dead- 
line for submission of manuscripts for papers to be 
given on the program is March 1, 1958. Send titles, 
abstracts, and manuscripts to the Chairman of the 
Program Committee, Granvil C. Kyker, Ph.D., 
ORINS Medical Division, P. O. Box 117, Oak 
Ridge, Tenn. One original and one carbon of a 
200-word abstract typed on a single sheet of paper 
are required. 


Prize for Medico-Surgical Film.—The “Annual Prize 
for Medico-Surgical Cinema,” which comprises 100,- 
000 French francs and various other awards, will 
be given during the last session of the course of 
“Actualites Medico-Chirurgicales” at the Faculte 
de Medecine de Paris in March, 1958. The jury will 
consider the didactic value of the film as well as 
its properly cinegraphic quality. Only the 16 mm. 
size film will be admitted. Candidatures and films 
are to be sent to the “Secretariat du Journal La 
Presse Medicale,” 120 Boulevard Saint Germain, 
Paris VI, prior to Feb. 15, 1958. Contrary to the 
precedent years, all the films may be given awards, 
including those subsidized or produced by a lab- 
oratory or firm. 


Establish Alan Gregg Memorial Fund.—The Nation- 
al Health Council has announced establishment of 
a special fund in honor of the late Dr. Alan Gregg, 
formerly vice-president of the Rockefeller Founda- 
tion and adviser to the council. Contributions to the 
Alan Gregg Fund will be used to support the coun- 
cil’s “Health Careers” program designed to help 
meet the shortage of qualified health personnel in 
the United States. Dr. Gregg helped start the Health 
Careers Project, initiated three years ago, to inform 
young Americans about the wide variety of career 
opportunities in health. He joined in planning for 
the Commission on Health Careers recently estab- 
lished by the council to concern itself with the full 
range of health manpower problems. Dr. Gregg died 
on June 19 after serving for 37 years with the Rocke- 
feller Foundation, 20 of which were spent as chief 
of its division of medical sciences. 


Health Position Available—The National Security 
Agency is instituting an Employee Health Program 
and a vacancy is announced for a full-time physi- 
cian who has completed his mternship or residence 
in surgery or medicine. The starting salary will be 
$11,395 per annum for an eight-hour day, five days 
per week. Facilities are located adjacent to Fort 
Meade, Maryland, near the Washington—Baltimore 
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Parkway. The agency, one of the larger federal 
agencies, is charged with vital missions relating to 
the national defense effort. While employees are 
appointed outside the competitive U. S. Civil Serv- 
ice system, they do enjoy all of the benefits associ- 
ated with a career in federal service, such as sick 
leave, annual leave, and retirement. For informa- 
tion write Mr. Donald E. Noth, Acting Chief, Pro- 
curement Branch, Office of Personnel Services, Na- 
tional Security Agency, Washington 25, D. C. 


Report of Commonwealth Fund.—The Common- 
wealth Fund in its 39th annual report announced 
that 54 grants totaling $3,808,912.55 were appropri- 
ated in the fiscal year 1956-1957 of which more 
than 90% was directed toward the general area of 
health. Medical education and community health 
activities received grants of $2,009,345.86; medical 
research grants $815,625.26; and fellowships and 
awards in the health field $564,056. During the year 
23 grants, 11 new and 12 renewals, were made in 
support of medical education and community 
health activities. In recognition of evolutionary 
trends in the need for fellowship support in the 
health field, the fund is now merging its former 
programs of fellowships and awards in the health 
field into a single entity. Emphasis will be shifted 
from help to the younger faculty member toward 
the mid-career scientist who needs refreshing on 
new techniques, research, and developments and 
to the mature, established, and creative scholar for 
research and writing. In the year 1956-1957, fellow- 
ships were given to 19 persons and awards in sup- 
port of creative work were made to 7 others. To 
maintain a program of modest size in medical re- 
search, support was given to 25 different projects 
or programs in universities, medical schools, teach- 
ing hospitals, or research laboratories. The Com- 
monwealth Fund was established in 1918 by the 
late Mrs. Stephen V. Harkness, “to do something 
for the welfare of mankind.” 


Opportunity for Service in the Reserve.—An invita- 
tion for all eligible medical personnel with military 
reserve status in the New York, New Jersey, and 
Connecticut areas to affiliate with the recently 
activated 635th U. S. Air Force Hospital, Reserve, 
has been extended to doctors, nurses, and enlisted 
personnel. Previous experience in military medicine 
is not required. Col. Wilbur A. Smith, M. C., Air 
Force Reserve, hospital commander, said the activi- 
ties of the 1000-bed hospital offer an opportunity 
for continued association with Reserve Medical 
Corps personnel. Inquiries may be sent directly to 
the center at 346 Broadway, New York City. The 
hospital is designed to give civilian support in the 
event of an emergency, as well as carry on military 
functions. Dr. Smith is a certified specialist in the 
field of aviation medicine. In civilian life he is asso- 
ciate medical director of The Equitable Life Assur- 
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ance Society of the U. S. He served overseas in 
World War II, as surgeon of the 13th Fighter Com- 
mand in the South Pacific. 


Frank L. Chance Fellowships in Hematology.—Fel- 
lowships in hematology are being offered at the City 
of Hope Medical Center, Duarte, Calif. Known as 
the Frank L. Chance Fellowships, they were estab- 
lished as a memorial to the baseball star who was a 
member of the immortal Tinker to Evers to Chance 
infield combination. These fellowships are intended 
to provide an opportunity to study and manage a 
large number of patients with various blood dys- 
crasias, particular emphasis being placed on leu- 
kemias and lymphomas. Candidates must be grad- 
uates of recognized A. M. A. approved medical 
schools, and preference will be given to those who 
have completed or are in the process of completing 
two years of postgraduate training in medicine. The 
fellowships will be for a period of one year and may 
be renewed for a second year. The minimum salary 
stipend is $4,800, depending on previous training. 
Maintenance will also be provided. Correspondence 
should be addressed to Dr. Edward Shanbrom, City 
of Hope Medical Center, Duarte, Calif. 


Shroder Memorial Awards.—The Jewish Community 
Federation of Cleveland and the Jewish Hospital 
Association of Cincinnati have won the 1957 William 
J. Shroder Memorial awards, sponsored by the 
Council of Jewish Federations and Welfare Funds, 
New York City. They are presented each year to 
two community organizations, for “superior initiative 
and achievement in the advancement of social wel- 
fare.” The Cleveland Federation received the large 
city award for its highly effective leadership recruit- 
ment and training program. The Cincinnati hospit.! 
association was selected from among the cities w’!’) 
less than 40,000 Jewish population for its C) |] 
Guidance Home, a residential treatment center for 
children with serious emotional problems. The 
awards, which consist of inscribed bronze pl>ques 
and citations, were presented at the 26th General 
Assembly of the Council of Jewish Federations and 
Welfare Funds in New Orleans, Nov. 14-17. The 
awards were created by the council to honor the 
memory of William J. Shroder, Cincinnati, philan- 
thropic and business leader, the founder and first 
president of the council. 


Society News.—At the October meeting of the Cen- 
tral Neuropsychiatric Association the following offi- 
cers were elected for the year 1957-1958: Dr. Ed- 
ward G. Billings, Denver, president; Dr. Hamilton 
F. Ford, Galveston, president-elect; Dr. Martin H. 
Hoffmann, Detroit, vice-president; Dr. G. Wilse 
Robinson Jr., Kansas City, Mo., counselor; and Dr. 
Ralph M. Patterson, Columbus, Ohio, secretary- 
treasurer. The 1958 meeting will be held Oct. 17-18 
at the Deshler—Hilton Hotel, Columbus, Ohio.—— 
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The newly elected officers of the American Associa- 
tion of Medical Clinics include Dr. George B. Plain, 
South Bend, Ind., president; Dr. Joseph W. St. 
Geme, Los Angeles, vice-president and president- 
elect; and Dr. John R. Hand, Portland, Ore., secre- 
tary-treasurer.——The Pacific Northwest Radiologi- 
cal Society elected its new officers as follows: 
president, Dr. J. Richard Raines, Portland, Ore.; 
president-elect, Dr. John H. Walker, Seattle; first 
vice-president, Dr. Henry M. Edmison, Victoria, 
B. C.; second vice-president, Dr. Norman L. Bline, 
Portland, Ore.; and secretary-treasurer, Dr. Robert 
W. Hanf, Kennewick, Wash.——Officers of the 
American Society of Anesthesiologists include the 
following: president, Dr. Ralph S. Sappenfield, 
Miami; president-elect, Dr. Daniel C. Moore, Seat- 
tle; first vice-president (reelected), Dr. Joseph H. 
Failing, Los Angeles; second vice-president, Dr. Leo 
V. Hand, Newton Highlands, Mass.; secretary (re- 
elected), Dr. J. Earl Remlinger, Chicago; assistant 
secretary (reelected), Dr. Robert L. Patterson, 
Pittsburgh; treasurer (reelected), Dr. Moses H. 
Krakow, Bronx, N. Y.; and assistant treasurer (re- 
elected), Dr. Albert M. Betcher, New York City. 
——The following have been elected officers of the 
American Board of Anesthesiology for the year 
1957-1958: president, Dr. Scott M. Smith, Salt 
Lake City, Utah; vice-president, Dr. Frederick 
P. Haugen, Portland, Ore.; and secretary-treasurer, 
Dr. Curtiss B. Hickcox, Hartford, Conn.—— 
Officers of the Constantinian Society, an organiza- 
tion composed of internists who were chiefs or 
assistant chiefs of medicine in the Mediterranean 
Theatre during World War II, are as follows: 
president, Dr. William S. Stone, Baltimore; vice- 
president, Dr. John F. Mosher, Coeymans, N. Y.; 
and secretary-treasurer, Dr. Charles F. Shook, 
Toledo, Ohio. 


Psychotherapy Association Meets in New York 
City.—The second annual institute and the 15th an- 
nual conference of the American Group Psycho- 
therapy Association, will be held Jan. 22-23 and 
Jan. 24-25, respectively, at the Henry Hudson Hotel, 
New York City. The institute schedule includes the 
following lectures: 
The Development of Group Psychotherapy Programs in Vari- 
ous Existing Settings, Dr. Joseph J. Peters, Philadelphia. 


The Initial Phase in Group Psychotherapy, Dr. W. Donald 


Ross, Cincinnati. 


The Middle Phase in Group Psychotherapy, Dr. Hugh Mul- 


lan, New York City. 
The Later and Terminating Phases in Group Psychotherapy, 
Dr. Alexander Wolf, New York City. 


Seventeen workshops are scheduled for the con- 
ference. Dr. Nathan Beckenstein, Brooklyn, in- 
coming president of the association, will speak at 
the Jan. 25 luncheon. Entertainment includes a din- 
ner-dance Jan. 24. Registration fee is $25 for mem- 
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bers and $35 for nonmembers. For information 
write Dr. Milton M. Berger, program committee 
chairman, 50 E. 72nd St., New York 21. 


Smallpox Spread by International Travelers.—No 
less than 18 countries were infected with smallpox 
by international travelers last year, and as a result 
eight of them suffered epidemics of this quarantin- 
able disease. The World Health Organization Com- 
mittee on International Quarantine, at a recent 
meeting in Geneva, warned against any relaxation 
of vaccination measures against smallpox and called 
for the use of potent vaccines as well as correct 
vaccination procedures. The committee stressed the 
need for personnel who come in contact with travel- 
ers to maintain a high level of immunity against 
smallpox by repeated vaccination. In the course of 
these epidemics, some doctors treating tourists 
caught the infection and died. Organization experts 
also drew attention to the advantages of dried small- 
pox vaccine for mass campaigns. Dried vaccine is 
easily transportable, remains effective without re- 
frigeration, and does not spoil, even in the tropics. 
The eight countries where smallpox epidemics took 
place were: Ceylon, Ghana, Iran, Italy, Lebanon, 
Sierra Leone, Sudan, and the United Kingdom. The 
countries where smallpox was imported without 
spreading to the population were: Argentina, Fed- 
eral Republic of Germany, Greece, India, Iraq, 
Jordan, Netherlands, Paraguay, Syria, and Uru- 
guay. 


Accidents in the United States.—Last year 95,000 
Americans died because of injuries received in acci- 
dents, the Health Information Foundation has re- 
ported. In 1956 accidents caused 6% of all deaths 
in the U. S., and at ages 1 to 36 they were the 
leading cause of death. Accidental death rates were 
nearly 2% times higher among males than females, 
and higher among nonwhites than whites. Despite 
the expanded labor force, the death toll of workers 
“on the job” has been reduced from 19,000 in 1928 
to 14,300, as estimated by the National Safety 
Council for 1956. Reduction in mortality from non- 
motor-vehicle accidents occurring in public places, 
has dropped from about 21,000 in 1928 to 16,000 
in 1956. Deaths from home accidents have averaged 
about 30,000 each year since 1928. The American 
home was involved in nearly 30% of all accidental 
deaths in 1956. 

Accidents involving motor vehicles took more 
than 40,000 lives in 1956, the largest number ever 
recorded, according to the report. A rising trend 
of deaths in noncollision accidents has largely 
offset the decrease in the number of pedestrian 
fatalities. Noncollision accidents averaged under 
9,000 from 1927 through 1941, then dropped to 
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about 6,000 during the war years, and since then 
has risen rapidly, reaching 14,650 in 1956. Total 
accident costs for 1956 were estimated at about 
11.2 billion dollars. 


Awards for Graduate Training.—The annual Mead 
Johnson Awards for Graduate Training, available to 
residents and interns in the larger fields of medical 
endeavor to help insure continuance of their train- 
ing, have been announced. Scholarship award com- 
mittees select the candidates and administer the 
funds made available by the company. Awards are 
available as follows: 

General Practice: Awards are available from the American 
Academy of General Practice. For information, write: Mr. 
Charles E. Nyberg, Executive Assistant, American Acad- 
emy of General Practice, Volker Boulevard at Brookside, 
Kansas City 12, Mo. 

Internal Medicine: Awards are available from the American 
College of Physicians. For information, write Mr. E. R. 
Loveland, Executive Secretary, American College of Physi- 
cians, 4200 Pine St., Philadelphia. 

Obstetrics and Gynecology: Awards are available from the 
American Academy of Obstetricians and Gynecologists. 
For information, write Mr. Donald F. Richardson, Execu- 
tive Secretary, American Academy of Obstetricians and 
Gynecologists, 116 S. Michigan Ave., Chicago 3. 

Pediatrics: American Academy of Pediatrics Residency Fel- 
lowships in Pediatrics are available from the American 
Academy of Pediatrics. For information, write Dr. Einor 
H. Christopherson, Executive Secretary, American Acad- 
emy of Pediatrics, 1801 Hinman Ave., Evanston, IIl. 

Surgery: Awards are available from the American College of 
Surgeons. For information, write Dr. George W. Stephen- 
son, Assistant Director, American College of Surgeons, 40 
East Erie St., Chicago 11. 


LATIN AMERICA 

Proctologic Congress in Argentina.—The Socidad 
Argentina de Proctologia will present the first In- 
ternational Proctologic Congress Dec. 1-8 at the 
Provincial Hotel, Mar del Plata, Argentina. Presen- 
tations will be given by speakers from Brazil, Bo- 
livia, Cuba, Chile, France, Great Britain, Mexico, 
Paraguay, Uruguay, the United States, and Argen- 
tina. Dr. Lawrence S. Fallis will present “Surgical 
Treatment of Ulcerative Colitis,” and Dr. Henry C. 
Schneider will present “Technique of Surgical 
Procedures of the Anus and Rectum with Local 
Anesthesia.” Round-table discussions with the fol- 
lowing coordinators are planned: 


Ulcerative Colitis, Dr. A. Garcia Mata. 

Cancer of the Colon, Dr. A. J. Pavlovsky. 

Cancer of the Rectum, Dr. A. E. Laurence. 

Non-Neoplastic Diseases of the Anus and Rectum, Dr. A. 
Ciarlo. 


A radiology session and a film session are 
planned. For information, write Dr. Miguel J. 
Marchese, Secretary General, First International 
Congress of Proctology, Santa Fe 2843, Third Floor, 
Buenos Aires, Argentina. 
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AND 
LICENSURE 
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MEDICAL SPECIALTY BOARDS 


AMERICAN BOARD OF DERMATOLOGY: Written. Several Cities, 
June 30. Oral. Detroit, Oct. 17-19. Final date for filing 
all applications is April 1. Sec., Dr. Beatrice Maher Kesten, 
One Haven Ave., New York 32. 

AMERICAN Boarp OF INTERNAL MEDICINE: Written. Oct. 20, 
1958. Oral. New Orleans, Feb. 4-7; Philadelphia, April 
23-26; San Francisco, June 18-21; Chicago, Oct. 13-16. 
Exec. Sec.-Treas., Dr. William A. Werrell, One West Main 
St., Madison 3, Wis. 

AMERICAN BOARD OF NEUROLOGICAL SURGERY: Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the examination time. Sec., Dr. 
Leonard T. Furlow, Washington University School of 
Medicine, St. Louis 10. 

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Various 
locations in the United States and Canada. Part I. Jan. 2. 
Part II. Chicago, May 7-17. Final date for filing appli- 
cation was September 1. Sec., Dr. Robert L. Faulkner, 
2105 Adelbert Road, Cleveland 6. 

AMERICAN BoarD OF OPHTHALMOLOGY: Written. January 
1958. Final date for filing application was July 1. Secy., 
Dr. Merrill J. King, Box 236, Cape Cottage Branch, 
Portland 9, Maine. 

AMERICAN Boarp oF OrtHopArpic SurceRy: Part I. April 
3-4, Rochester, Minnesota, Denver, Colorado, Washington, 
D. C. Final date for filing application is Nov. 30. Part 11. 
New York City, Jan. 29-31, 1958. Sec., Dr. Sam W. Banks, 
116 South Michigan Avenue, Chicago 3. 

AMERICAN BoarpD oF OTOLARYNGOLOGY: Oral. Chicago, Oct. 
6-9. Final date for filing application is March. Sec., Dr. 
Dean M. Lierle, University Hospitals, lowa City. 

AMERICAN Boarp oF PatHoLocy: Oral and Written. San 
Francisco, June 30-July 2. Sec., Dr. Edward B. Smith, 
Indiana University Medical Center, 1042-1232 W. Michi- 
gan St., Indianapolis 7. 

AMERICAN BOARD OF PHYSICAL MEDICINE AND REHABILITA- 
TION: Oral and Written. Peoria, IIl., June 20-21. Final date 
for filing application is Feb. 1. Sec., Dr. Earl C. Elkins, 
200 First St., S. W., Rochester, Minn. 

AMERICAN Boarp oF Procto.ocy: Oral and Written, Parts I 
and II. September 1958. Final date for filing application 
is March 15. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., 
Garden City, N. Y. 

AMERICAN Boarp OF PsyYCHIATRY AND Neuro.ocy: Oral. 
San Francisco, March 17-18. Final date for filing applica- 
tion is Dec. 17. Sec., Dr. David A. Boyd, Jr., 102-110 2nd 
Ave., S. W., Rochester, Minn. 

AMERICAN Boanrp OF RapioLocy: Chicago, May 19-23. Final 
date for filing application is Jan. 1. Special Examination in 
Nuclear Medicine. Chicago, May 17. Sec., Dr. H. Dabney 
Kerr, Kahler Hotel Bldg., Rochester, Minn. 

AMERICAN Boarp OF SurceEry: Part II. Cincinnati, Dec. 16- 
17; New Orleans, Jan. 13-14; Durham, N. Car., Feb. 10- 
11; Baltimore, March 10-11; Chicago, May 12-13; Los 
Angeles, June 16-17 and Portland, Oregon, June 20-21. 
Sec., Dr. John B. Flick, 225 So. 15th St., Philadelphia 2. 

Boarp oF THORACIC SuRGERY: Written. Various centers 
throughout the country, February 1958. Final date for 
filing application is December 1. Sec., Dr. William M. 
Tuttle, 1151 Taylor Avenue, Detroit 2, Mich. 

AMERICAN Boarp OF Uro.Locy: Written examination. Vari- 
ous cities throughout the country. Pathology and Oral 
Clinical. February 1958. Location not decided. Exec. 
Secretary, Mrs. Ruby L. Griggs, 30 Westwood Road, 

Minneapolis 16. 
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GOVERNMENT SERVICES 





ATOMIC ENERGY COMMISSION 


Graduate Fellowship Program.—A new brochure is- 
sued by the Oak Ridge Institute of Nuclear Studies 
describes a program whereby universities can send 
their graduate students to Oak Ridge for thesis re- 
search. Administered by the institute for the Atomic 
Energy Commission, this Oak Ridge Graduate Fel- 
lowship Program is designed to give universities the 
opportunity to take advantage of the extensive re- 
search facilities in Oak Ridge, primarily those at 
Oak Ridge National Laboratory. 

Under the fellowship program, a student who has 
completed course work for a master’s or doctor’s de- 
gree in a science may apply for such a fellowship on 
recommendation of his graduate dean. On comple- 
tion of his Oak Ridge research and successful com- 
pletion of his thesis, the fellow is awarded his degree 
at the next regular commencement of the university 
from which he came. While in Oak Ridge, the fellow 
is still under university supervision, through an ar- 
rangement that permits members of his university 
committee to visit the cooperating installation. 
Copies of the brochure describing the fellowship 
program may be obtained from the Fellowship Of- 
fice, Oak Ridge Institute of Nuclear Studies, P. O. 
Box 117, Oak Ridge, Tenn. 


AIR FORCE 


Aviation Medicine.—Supervision of all specialty 
training in aviation medicine throughout the Air 
Force has been given to the School of Aviation 
Medicine at Randolph Air Force Base. The school 
will oversee the advanced phases of a five-year 
program to develop qualified specialists, provided 
by major air commands in the United States and 
abroad. Hitherto, the school has offered one year 
of study in the specialty, has worked closely with 
civilian universities on another academic year, and 
has monitored residencies for medical officers after 
the first two years. The school will now oversee the 
final two years of supervised medical practice, in 
12 commands ranging from Alaska to Germany. 
Major Gen. Otis O. Benson Jr., commandant of the 
school, will be responsible for the program. During 
an earlier tour as commandant, five years ago, Gen- 
eral Benson contributed largely to a decision by the 
A. M.A. to grant official recognition to the specialty. 
Later, as director of medical staffing and education 
at Air Force Headquarters, he established the pro- 
gram of which he is now administrator. General 
Benson is vice-chairman for aviation medicine on 
the American Board of Preventive Medicine, which 
examines and certifies aeromedical specialists. The 
effect of the order is to make the progress of candi- 
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dates for certification a primary concern of the 
school, where techniques in aviation medicine were 
mainly conceived and developed. This is one more 
step in the concentration of Air Force medical ac- 
tivities in the school, on the eve of its move to a 
new plant, now being built at Brooks Air Force 
Base, Texas. Col. Harold V. Ellingson, director of 
education and plans for the school, will be in im- 
mediate charge of the program. 


New Air Force Hospital._Among the eight new 
U.S. Air Force hospitals constructed during the 
fiscal year 1957 is the 150-bed hospital at Dyess 
Air Force Base near Abilene, Texas. This is a steel 
and concrete structure which is expandable to 300 
beds under emergency conditions. This hospital is 
modern in every respect, including a 400-ton air- 
conditioning unit for the entire building and an 
emergency power plant. The outpatient service has 
two well-equipped waiting rooms with about 12 
private examining rooms, and surgical, medical, 
pediatric, prenatal, and postnatal clinics and im- 
munization centers. Convenient to the outpatient 
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New hospital at Dyess Air Force Base, Abilene, Texas. 


service are the pharmacy, laboratory, and x-ray de- 
partments. The inpatient service has four major 
operating rooms, a cystoscopy room, and a ma- 
ternity wing with 22 bedrooms and nursery fa- 
cilities for 22 infants. In the medical and surgical 
wards there are four eight-bed bays and several 
one-bed or two-bed rooms with well-equipped 
lounge facilities. A two-story nurses’ quarters, un- 
der construction adjacent to the hospital, will house 
28 female officers. The present commander of the 
hospital is Lieut. Col. Lawrence R. Sutherland, 
M. C., U.S. Air Force. 


Colonel Stapp Receives Gorgas Medal.—Col. John P. 
Stapp, M.C., chief, Aero Medical Field Laboratory, 
Holloman Air Force Base, Albuquerque, N. Mex., 
was awarded the Gorgas Medal on Oct. 30 by the 
Association of Military Surgeons during their an- 
nual meeting in Washington, D. C., for his studies 
to determine the maximum limits of emotional and 
physical shock that the human body can stand. The 
medal, which was established in 1942 by Wyeth 
Laboratories, consists of a silver medal, a scroll, 
and an honorarium of $500. 
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Colonel Stapp has been a volunteer in 26 experi- 
ments on a rocket-powered sled which was de- 
celerated from speeds of 150 mph by mechanical 
brakes, having been thus subjected to more than 
40 times the pull of gravity. The driver of an auto- 
mobile colliding with a brick wall at 50 mph would 
be taking much the same jolt. During these experi- 
ments, Dr. Stapp sustained numerous injuries, in- 
cluding several broken bones. 

Among other awards and decorations received by 
Colonel Stapp are the Legion of Merit from the 
Department of Defense; the John Jeffries award of 
the Institute of Aeronautical Science; the Liljen- 
crantz award of the Aeromedical Association; the 
Air Force Cheney award; the National Air Council 
award, the Air Power award of the Air Force Asso- 
ciation, and the Mutual of Omaha’s Public Service 
Award, presented this month during the 25th annual 
meeting of the Omaha-Midwest Clinical Society held 
in Omaha, Neb. 


VETERANS ADMINISTRATION 


Hospital News.—Dr. John C. Saunders, department 
of mental hygiene, Rockland State Hospital, Or- 
angeburg, N. Y., addressed the Long Island Psy- 
chiatric Society at its meeting at the Veterans Hos- 
pital, Northport, N. Y., Oct. 15, on the chemical 
concept of psychosis——Dr. Sandor Lorand, di- 
rector, Psychoanalytic Institute, State University 
College of Medicine, New York, addressed the staff 
of the VA Hospital, Northport, N. Y., Oct. 17, on 
various types of psychotherapy and their effects. 


PUBLIC HEALTH SERVICE 


Advisory Committee on National Health Survey.— 
Surgeon General Leroy Burney has named an ad- 
visory committee on the U. S. National Health 
Survey which will review plans and progress of the 
health survey and assist in formulating principles 
and methods of cooperation with interested private 
and public organizations. 

Dr. Burney is chairman of the committee and 
George St. J. Perrott, chief, Division of Public 
Health Methods, is executive secretary. Those 
who have accepted membership are Dr. Karl Bam- 
bach, executive vice-president, American Drug 
Manufacturers Association, Washington, D. C.; 
Dr. Leona Baumgartner, commissioner of health, 
City of New York; Miss Pearl Bierman, medical 
care consultant, American Public Welfare Associa- 
tion, Chicago; Dr. Paul E. Boyle, dean, School of 
Dentistry, Western Reserve University, Cleveland; 
James Brindle, director, Social Security Depart- 
ment, United Auto Workers, Detroit; Arthur M. 
Browning, vice-president, New York Life Insurance 
Company, New York; Drs. W. D. Bryant, executive 
director, Community Studies, Inc., Kansas City, 
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Mo.; Bernard Bucove, state director of health, 
Olympia, Wash.; Robin C. Buerki, executive di- 
rector, Henry Ford Hospital, Detroit; George Bug- 
bee, president, Health Information Foundation, 
New York; Antonio Ciocco, head, department of 
biostatistics, Graduate School of Public Health, 
University of Pittsburgh; Mr. James F. Coleman, 
president, United Medical Service, Inc., New York; 
Drs. J. S. Denslow, professor and director of re- 
search affairs, Kirksville College of Osteopathy and 
Surgery, Kirksville, Mo.; Robert P. Fischelis, secre- 
tary, American Pharmaceutical Association, Wash- 
ington, D. C.; Norvin C. Kiefer, chief medical di- 
rector, The Equitable Life Assurance Society of 
the United States, New York; Allister M. Macmillan, 
department of sociology and anthropology, Cornell 
University, Ithaca, N. Y.; Ross A. McFarland, de- 
partment of industrial hygiene, School of Public 
Health, Harvard University, Boston; H. B. Mul- 
holland, department of internal medicine, School 
of Medicine, University of Virginia, Charlottesville; 
Peter M. Murray, Board of Trustees, State Univer- 
sity of New York, Albany; Marian G. Randall, R. N., 
executive director, Visiting Nurse Service of New 
York; Drs. Vergil D. Reed, vice-president, J. Walter 
Thompson Company, New York; James H. Sterner, 
medical director, Eastman Kodak Company, 
Rochester, N. Y.; Mr. James E. Stuart, executive 
director, Hospital Care Corporation, Cincinnati; 
and Dr. Ray E. Trussell, executive officer, School 
of Public Health and Administrative Medicine, 
Columbia University, New York. 

The National Health Survey is a continuing pro- 
gram under which the Public Health Service makes 
surveys and studies to determine the extent of ill- 
ness and disability and gather related information. 
Household interviews of a sample of the population 
are now being conducted nationwide. Several stud- 
ies are under way, designed to improve techniques 
for the collection of data in the health statistics 
field. Later the survey will undertake medical ex- 
aminations of a sample of the population. The new 
committee will hold its first meeting on Nov. 22, 
in Washington, D. C. 


Personal.—Dr. James V. Lowry has been appointed 
deputy chief of the Bureau of Medical Services in 
the Public Health Service, with the rank of assistant 
surgeon general. He was formerly medical officer 
in charge of the Public Health Service Hospital, 
Lexington, Ky., where patients are treated for nar- 
cotic addiction. In his new post, he will succeed 
Dr. David E. Price. The Bureau of Medical Services 
administers Public Health Service hospitals, the 
Indian Health Service, foreign quarantine, the hos- 
pital survey and construction program, and research 
activities concerned with the nation’s dental and 
nursing resources. 
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DEATHS 
—— 


Cooper, Robert Arthur, Captain, U. S. Navy, San 
Diego, Calif.; born in St. Cloud, Minn., March 18, 
1907; University of Minnesota Medical School, 
Minneapolis, 1931; service member of the American 
Medical Association; specialist certified by the 
American Board of Surgery; fellow of the American 
College of Surgeons; commissioned lieutenant (jg) 
in the medical corps of the Navy on June 13, 1930; 
advanced to the rank of captain March 20, 1945; 
served as staff medical officer to the high commis- 
sioner, Trust Territory of the Pacific Islands; for 
his achievements as battalion medical officer of the 
Sixth Defense Battalion, Fleet Marine Force, Pa- 
cific, was awarded the Bronze Star Medal with 
combat “V”; received also the Presidential unit 
citation, American Defense Service medal! with 
star, Asiatic Pacific Campaign Medal, American 
Campaign Medal, World War II Victory Medal, 
Navy Occupational Medal, Asia Clasp, and the 
National Defense Service Medal; died in the U. S. 
Naval Hospital Sept. 8, aged 50. 


McEnerney, Charles Harold, Washington, D. C.; 
born in Derby, Conn., Dec. 8, 1892; Georgetown Uni- 
versity School of Medicine, Washington, D. C., 
1919; specialist certified by the American Board of 
Internal Medicine; member of the American Rheu- 
matism Association and served on the board of the 
District Chapter; served as president and vice- 
president of the District of Columbia Rheumatism 
Society; fellow of the American College of Physi- 
cians; formerly chief, medical directors, District of 
Columbia Foundation for Rheumatic Diseases, 
and chairman, medical advisory committee of the 
Arthritis Rheumatism Association of Metropolitan 
Washington; for many years on the faculty of his 
alma mater and in 1951 was awarded the Vicenniel 
medal for many years service there; associated with 
Central Dispensary and Emergency Hospital, 
George Washington University, Providence and 
Georgetown hospitals; died in the George Wash- 
ington University Hospital Oct. 1, aged 64, of 
bronchogenic carcinoma. 


Heterick, Robert Hynton, Medical Director, U. S. 
Public Health Service, retired, Albuquerque, N. M.; 
born in Georgetown, Ohio, Jan. 7, 1883; Medical 
College of Ohio, Cincinnati, 1906; specialist certi- 
fied by the American Board of Preventive Medicine; 
instructor in public health methods at the Univer- 
sity of the Philippines College of Medicine, Manila, 
from 1912 to 1915; lecturer in medicine and public 
health, University of Southern California School of 
Medicine in Los Angeles from 1925 to 1949; fellow 





@ Indicates Member of the American Medical Association. 


of the American College of Surgeons; at one time 
associated with the Indian Service; retired from the 
U. S. Public Health Service in February, 1947; 
veteran of World War I; during World War II was 
located at Terminal Island, Calif., where he was 
senior sanitary officer for the Army, Navy, and 
Coast Guard; consultant for the New Mexico State 
Department of Health; died in the Sandia Ranch 
Sanatorium Sept. 14, aged 74, of cerebral hemor- 
rhage. 


Bromer, Ralph Shepherd, Villanova, Pa.; born in 
Schwenksville, March 21, 1886; University of Penn- 
sylvania School of Medicine, Philadelphia, 1912; 
emeritus professor of clinical radiology at the Uni- 
versity of Pennsylvania Graduate School of Medi- 
cine; vice-chairman, 1940-1941, and chairman, 
1941-1942, American Medical Association, of which 
he was an associate member; member and _past- 
president of the American Roentgen Ray Society, 
Radiological Society of North America, and the 
American College of Radiology; specialist certified 
by the American Board of Radiology; veteran of 
World War I; for many years on the staffs of the 
Episcopal, Orthopedic, and Children’s hospitals in 
Philadelphia and the Bryn Mawr Hospital, where 
he died Sept. 25, aged 71, of cerebral accident. 


Davis, Arthur Osmon, Colonel, U. S. Army, retired, 
Palo Alto, Calif.; born July 20, 1880; Medical School 
of Maine, Portland, 1906; commissioned a lieu- 
tenant in the medical corps of the U. S. Army in 
1910; rose through the various grades to that of 
lieutenant colonel in May 1930; retired May 31, 
1936, with rank of colonel; veteran of World War I; 
served as medical officer of Alcatraz when it was a 
military prison; formerly executive officer at the 
Fitzsimons General Hospital in Denver; service 
member of the American Medical Association; 
died in the Letterman General Hospital, San Fran- 
cisco, Sept. 7, aged 77, of a cerebral vascular acci- 
dent and arteriosclerosis. 


Myers, David Ap, Colonel, U. S. Army, San Fran- 
cisco; born in Cambria, Wis., June 16, 1875; McGill 
University Faculty of Medicine, Montreal, Que., 
Canada, 1898; service member of the American 
Medical Association; fellow of the American Col- 
lege of Surgeons; past-president of the Oklahoma 
State Medical Association; commissioned a captain 
in the medical corps of the U. S. Army in 1920; 
veteran of World War I; retired in June, 1940, and 
was recalled to service the same year and continued 
to serve as surgeon of the First Military Area; later 











chief surgeon at the Presidio until he retired per- 
manently in 1940; died in the Letterman General 
Hospital Sept. 26, aged 82. 


Donohue, James J. ® Norwich, Conn.; born in 
Norwich Dec. 3, 1872; College of Physicians and 
Surgeons, Baltimore, 1896; fellow of the American 
College of Surgeons; for many years served as 
second district workmen’s compensation commis- 
sioner; for many years consulting surgeon of the 
Norwich State Hospital, where he was chairman of 
the board of trustees; served as a member of the 
board of the Connecticut State Hospital in Middle- 
town; formerly chief of the surgical staff at W. W. 
Backus Hospital; a director of the Norwich Branch 
of the Connecticut Bank and Trust Company; died 
Sept. 27, aged 84, of uremia and chronic nephritis. 


Timberlake, Baxter Hall ® Atlantic City, N. J.; born 
in Louisburg, N. C., Dec. 6, 1900; Jefferson Medical 
College of Philadelphia, 1928; specialist certified 
by the American Board of Otolaryngology; member 
of the American Academy of Ophthalmology and 
Otolaryngology; fellow of the International College 
of Surgeons; past-president of the Atlantic County 
Medical Society; served as vice-president of the 
New Jersey Academy of Ophthalmology and Oto- 
laryngology; veteran of World War II; associated 
with Shore Memorial Hospital, Somers Point, and 
the Atlantic City Hospital; died in an automobile 
accident in Longport Sept. 26, aged 56. 


MacLean, John Arthur Jr., Coral Gables, Fla.; born 
in Auburndale, Mass., June 25, 1908; University of 
Michigan Medical School, Ann Arbor, 1932; spe- 
cialist certified by the American Board of Neuro- 
logical Surgery; member of the Harvey Cushing 
Society; served on the faculty of New York Univer- 
sity College of Medicine and the New York Univer- 
sity Post-Graduate Medical School, New York City; 
veteran of World War II; served on the staff of 
St. Clare’s Hospital in New York City; associated 
with Jackson Memorial Hospital in Miami; died in 
Miami Sept. 22, aged 49, of glioblastoma. 


Bonvicino, Louis Anthony, Brooklyn; Columbia 
University College of Physicians and Surgeons, 
New York City, 1916; served on the faculty of his 
alma mater and Bellevue Hospital Medical College 
in New York City and the Long Island College of 
Medicine; on the staffs of the Bellevue Hospital, 
Columbia—Presbyterian Medical Center, Neuro- 
logical Institute, and Vanderbilt Clinic in New York 
City and the Kings County Hospital; died in the 
Veterans Administration Hospital Oct. 2, aged 68, 
of mesenteric thrombosis. 


McEwan, John Singer ® Orlando, Fla.; Northwest- 
ern University Medical School, Chicago, 1905; 
member of the founders group of the American 
Board of Surgery; member of the Southern Surgical 
Association; fellow of the American College of 
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Surgeons; past-president of the Florida Medical 
Association; served as a member of the Florida 
Crippled Children’s Commission; surgeon for the 
Atlantic Coast Line Railway Company; associated 
with Orange General Hospital; veteran of World 
War I; died Sept. 26, aged 80. 


Prendergast, John Joseph ® Sarasota, Fla.; Loyola 
University School of Medicine, Chicago, 1928; 
member of the Michigan State Medical Society and 
the American Association for the Surgery of Trau- 
ma; past-president of the Michigan Society for 
Industrial Hygiene; fellow of the American College 
of Surgeons; formerly practiced in Detroit, where 
he was associated with the Receiving Hospital, 
where he resigned as medical director in 1936; re- 
tired medical director of the Chrysler Corporation; 
died Sept. 15, aged 55. 


Spigler, James Frederic © Terre Haute, Ind.; Uni- 
versity of Pennsylvania School of Medicine, Phila- 
delphia, 1930; member of the American College of 
Chest Physicians and the American Trudeau So- 
ciety; fellow of the American College of Surgeons; 
past vice-president of the Vigo County Medical 
Society and past-president of the Fifth District So- 
ciety; past-president of the Indiana Tuberculosis 
Association; at one time police surgeon; associated 
with St. Anthony's Hospital; died Sept. 2, aged 51, 
of congestive heart failure. 


Voigt, Charles Bernard ® Mattoon, IIl.; College of 
Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1900; mem- 
ber of the American Academy of Ophthalmology 
and Otolaryngology; fellow of the International 
College of Surgeons and the American College of 
Surgeons; associated with the Memorial Hospital; 
local surgeon for the Illinois Central Railroad and 
the New York Central Railroad; a director of the 
Central National Bank of Mattoon; died Sept. 8, 
aged 82. 


Rourke, Charles Fayette ® Schenectady, N. Y.; 
Albany (N. Y.) Medical College, 1922; fellow of the 
American College of Allergists; past-president of 
the Schenectady County Medical Society; veteran 
of World War I; associated with Ellis Hospital, 
where he was president of the staff, 1922-1923, City 
Hospital, and St. Clare’s Hospital; died Sept. 17, 
aged 60, of complete auriculoventricular heart 
block, left bundle branch block, and coronary artery 
disease. 


Bishop, Norman Leon, Chicago; Loyola University 
School of Medicine, Chicago, 1919; a field health 
officer for many years; veteran of World War I; 
died Oct. 8, aged 60, of coronary thrombosis. 


Boyer, Kenneth Harold ® Los Angeles; Northwest- 
ern University Medical School, Chicago, 1931; 
member of the American Academy of General Prac- 
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tice; veteran of World War II; coliseum physician; 
served on the staffs of the California Hospital and 
the Methodist Hospital of Southern California; died 
in the California Lutheran Hospital Sept. 18, aged 
53. 

Byl, John James, San Jose, Calif.; Northwestern 
University Medical School, Chicago, 1891; died 
Sept. 17, aged 98. 


Christmas, George Ellsworth, Portland, Ore.; De- 
troit College of Medicine, 1896; died Sept. 16, aged 
90, of acute myocardial infarction. 


Covell. Walter Wallace ® St. Peter, Minn.; Barnes 
Medical College, St. Louis, 1906; veteran of World 
War I; on the staffs of St. Joseph and Immanuel 
hospitals in Mankato; died in Mankato Sept. 17, 
aged 76, of arteriosclerotic heart disease. 


Crow. Marvin Bruce ® Mesa, Ariz.; University of 
Arkansas School of Medicine, Little Rock, 1934; 
specialist certified by the American Board of Radi- 
ology; member of the American College of Ra- 
diology; veteran of World War II; served on the 
staff of the Mesa Southside District Hospital, where 
he died Sept. 19, aged 48. 


Dimlich, H. Karl ® Cleveland; Hahnemann Med- 
ical College and Hospital of Philadelphia, 1921; 
fellow of the American College of Surgeons; served 
as a member and president of the state medical 
board; associated with Huron Road Hospital, where 
he died Sept. 17, aged 59, of carcinoma of the 
prostate. 


Dunkel, George Kasper, Redlands, Calif.; State 
University of lowa College of Medicine, Iowa City, 
1905; died Oct. 3, aged 78. 


Elsner, Laurence William ® Seymour, Ind.; Uni- 
versity of Cincinnati College of Medicine, 1938; 
served on the staff of the Jackson County Schneck 
Memorial Hospital, where he died Sept. 8, aged 53, 
of rheumatic heart disease and pulmonary tuber- 
culosis. 


Faherty, John Charles ® Brookline, Mass.; Tufts 
College Medical School, Boston, 1928; died Sept. 
16, aged 55. 


Foster, William L. ® Detroit; Northwestern Uni- 
versity Medical School, Chicago, 1927; member of 
the American Academy of General Practice; asso- 
ciated with Mount Carmel Mercy and Brent hos- 
pitals, and the Grace Hospital, where he died Sept. 
13, aged 65, of rupture of abdominal aneurysm. 


Frieman, Israel, Richmond, Va.; University of 
Pennsylvania School of Medicine, Philadelphia, 
1929; civilian medical officer, U. S. Army Richmond 
Quartermaster Depot; died Sept. 26, aged 52, of 
complications following a perforated. ulcer. 
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Gates, George Roy, St. Petersburg, Fla.; Indiana 
University School of Medicine, Indianapolis, 1918; 
died in the Mound Park Hospital Sept. 13, aged 74, 
of peritonitis. 


Goulding, Timothy Francis ® Newton, Mass.; Har- 
vard Medical School, Boston, 1896; veteran of the 
Spanish-American War and World War I; died in 
the Veterans Administration Hospital in Boston 
Sept. 14, aged 84, of bronchopneumonia, following 
cerebral hemorrhage. 


Gravem, Knute Larsen Jr., Berkeley, Calif.; Cooper 
Medical College, San Francisco, 1897; died Sept. 
17, aged 86. 


Griswold, Walter Stanley ® Seattle; Northwestern 
University Medical School, Chicago, 1904; veteran 
of World War I; served on the staffs of Firland 
Sanatorium, Swedish Hospital, and Seattle General 
Hospital, where he died Sept. 23, aged 84, of duo- 
denal obstruction. 


Guerra, John Dante ® Chicago; Loyola University 
School of Medicine, Chicago, 1928; fellow of the 
American College of Surgeons; staff member at 
Augustana Hospital, where he died Oct. 12, aged 
57, of aneurysm. 


Harms, Frank Henry, Augusta, Ga.; Rush Medical 
College, Chicago, 1910; for many years practiced 
in Orlando, Fla.; died Sept. 15, aged 82, of cancer. 


Helgeson, Carl John Edward ® Chicago; Rush Med- 
ical College, Chicago, 1927; member of the Ameri- 
can Academy of General Practice; on the staff of 
the Illinois Central Hospital, where he died Oct. 7, 
aged 61. 


Horneff, Joseph Arthur ® Chester, Pa.; Hahnemann 
Medical College and Hospital of Philadelphia, 
1934; specialist certified by the American Board of 
Pathology; served on the faculty of his alma mater; 
associated with the J. Lewis Crozer Hospital, where 
he died Oct. 5, aged 48, of acute coronary occlusion. 


Hutchfield, John, Columbus, Ohio; Ohio Medical 
University, Columbus, 1897; died Sept. 21, aged 
86, of cerebral thrombosis. 


Jobson, William Russell, Oil City, Pa.; George 
Washington University School of Medicine, Wash- 
ington, D. C., 1909; an associate member of the 
American Medical Association; died Sept. 15, aged 


83. 


Judy, John Abram ® Dayton, Ohio; Washington 
University School of Medicine, St. Louis, 1915; 
specialist certified by the American Board of Ortho- 
paedic Surgery; member of the American Academy 
of Orthopaedic Surgeons; fellow of the American 
College of Surgeons; associated with St. Elizabeth 
and Good Samaritan hospitals and Barney Con- 
valescent Hospital; died in the Memorial Hospital, 
Sarasota, Fla., Sept. 23, aged 69, of pneumonia. 
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Klieger, Samuel J., Fort Harrison, Mont.; Mar- 
quette University School of Medicine, Milwaukee, 
1935; service member of the American Medical 
Association; veteran of World War II; served on 
the staff of the Veterans Administration Center; 
died Sept. 7, aged 51, of carcinoma of the stomach. 


Lane, Burl Benjamin Jr. ® Zachary, La.; University 
of Georgia Medical Department, Augusta, 1927; 
member of the American Academy of General 
Practice; died in the Ochsner Foundation Hospital, 
New Orleans, Sept. 17, aged 58. 


McNaughton, James Harvey ® Topeka, Kan.; Kan- 
sas Medical College, Medical Department of Wash- 
burn College, Topeka, 1902; died Sept. 25, aged 77. 


Manahan, Herbert Wellington ® Lawrence, Mass.; 
Harvard Medical School, Boston, 1894; for many 
years physician for the Essex County Jail and House 
of Correction; served as senior surgeon Lawrence 
General Hospital, where he was a member of the 
consulting staff and where he died Sept. 14, aged 
89, of arteriosclerotic heart disease and congestive 
failure. 


Mann, Sidney Louis ® Summit, II].; Bennett Medical 
College, Chicago, 1913; staff member of Holy Cross 
Hospital in Chicago; died in the Michael Reese 
Hospital in Chicago Oct. 8, aged 69, of acute 
bronchopneumonia, bronchiectasis, and pulmonary 
emphysema. 


Massey, Warren Eugene ® Dallas, Texas; Baylor 
University College of Medicine, Dallas, 1920; for- 
merly clinical professor of obstetrics and gynecology 
at Southwestern Medical School of the University 
of Texas; formerly on the faculty of his alma mater; 
fellow of the American College of Surgeons; served 
on the staff of the Baylor University Hospital, 
where he died Sept. 12, aged 61, of coronary artery 
disease. 


Miller, Henry Blackburn ® Rossville, Kan.; Uni- 
versity of Pennsylvania Department of Medicine, 
Philadelphia, 1908; on the staffs of St. Francis Hos- 
pital and the Stormont—Vail Hospital, where he 
died Sept. 8, aged 76, of arteriosclerosis. 


Mokrohisky, Stephen Michael ® Green Bay, Wis.; 
Loyola University School of Medicine, Chicago, 
1935; specialist certified by the American Board of 
Radiology; past-president of the Brown—Kewaunee- 
Door Counties Medical Society; member of the 
board of directors of the Wisconsin State Society 
of Radiologists; veteran of World War II; radi- 
ologist at St. Vincent’s Hospital, where he died 
Sept. 6, aged 48, of lymphosarcoma. 


Mondloch, Joseph Lorin, Butte, Mont.; St. Louis 
University School of Medicine, 1928; served as 
county health officer; past-president, vice-president, 
and secretary of the Silver Bow County Medical 
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Society; veteran of World War I; during World 
War II medical adviser for the Silver Bow County 
Selective Service Board; for many years medical 
director of the Silver Bow Tuberculosis Association; 
died Sept. 20, aged 62. 


Moore, Ammon Cabler, Orlinda, Tenn.; Vanderbilt 
University School of Medicine, Nashville, Tenn.., 
1891; died in Springfield Sept. 7, aged 88. 


Moore, James H., Mineola, Texas; Memphis (Tenn.) 
Hospital Medical College, 1903; died Sept. 12, aged 
82, of generalized arteriosclerosis. 


Moore, William Thompson, Wheaton, III.; Starling- 
Ohio Medical College, Columbus, 1910; retired 
medical missionary to Egypt; died Sept. 6, aged 79, 
of coronary occlusion. 


Moran, Robert Edward ® Chicago; Loyola Univer- 
sity School of Medicine, Chicago, 1926; veteran of 
World War I; served as house physician at the 
Palmer House; for many years on the staff of St. 
Francis Hospital in Evanston, Ill.; died in Fort 
Lauderdale, Fla., Sept. 27, aged 61, of carcinoma 
of the tranverse colon. 


Morse, Edward Clarke, Washington, D. C.; George- 
town University School of Medicine, Washington, 
1918; an associate member of the American Medical 
Association; veteran of World Wars I and II; died 
Sept. 15, aged 67. 


Mottola, Samuel John © Tuxedo Park, N. Y.; New 
York Medical College, Flower and Fifth Avenue 
Hospitals, New York City, 1944; certified by the 
National Board of Medical Examiners; interned at 
Bridgeport (Conn.) Hospital; member of the staff 
at Tuxedo (N. Y.) Memorial Hospital, where he 
died Sept. 9, aged 45, of leukemia. 


Moyer, Isaiah Landis ® Columbia, Pa.; Hahnemann 
Medical College and Hospital of Philadelphia, 
1907; since September, 1951, deputy coroner of the 
Columbia area; past-president and for many years 
member of the staff of Columbia Hospital, where 
he served as a member of the board of directors; 
past-president of the Columbia Rotary Club; died 
in the Lancaster (Pa.) General Hospital Oct. 1, 
aged 79. 


Mundy, James Oscar Jr., Charlottesville, Va.; Uni- 
versity of Virginia: Department of Medicine, Char- 
lottesville, 1912; member of the Medical Society of 
Virginia; veteran of World War I; associated with 
Martha Jefferson Hospital; died Sept. 27, aged 70, 
of myocardial infarction, coronary atherosclerosis, 
and diabetes mellitus. 


Ogden, Lynden, Lexington, III.; University of Louis- 
ville (Ky.) School of Medicine, 1920; veteran of 
World War II; died Sept. 21, aged 61, of a heart 
attack. 
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O’Kelley, Frank Meroney, Patton, Mo.; St. Louis 
College of Physicians and Surgeons, 1889; Barnes 
Medical College, St. Louis, 1897; veteran of World 
War I; died in Cape Girardeau Sept. 19, aged 89, 
of bronchogenic carcinoma and arteriosclerosis. 


Omin, M. Robert, New York City; New York Med- 
ical College, Flower and Fifth Avenue Hospitals, 
New York City, 1950; service member of the Amer- 
ican Medical Association; certified by the National 
Board of Medical Examiners; interned at the Bronx 
Hospital, where he served a residency; an officer in 
the U. S. Naval Reserve; died June 27, aged 36, of 
rheumatic heart disease. 


Ovitz, John William ® Sycamore, IIl.; Northwestern 
University Medical School, Chicago, 1909; fellow 
of the American College of Surgeons; served on the 
staff of the Sycamore Municipal Hospital; died 
Sept. 4, aged 73, of myocardial failure. 


Parker, Clarence Avery ® Wichita, Kan.; University 
of Nashville (Tenn.) Medical Department, 1903; 
veteran of World War I; died Sept. 19, aged 80, of 
coronary thrombosis. 


Phillips, Walter Franklin, Washington, D. C.; How- 
ard University College of Medicine, Washington, 
1907; died Sept. 10, aged 77, of leukemia. 


Ramspacher, Theodore Frank, Philadelphia; Med- 
ico-Chirurgical College of Philadelphia, 1903; an 
associate member of the American Medical Asso- 
ciation; died in the Good Samaritan Hospital, Potts- 
ville Sept. 2, aged 83, of acute congestive heart 
failure. 


Rhett, Wythe Munford ® Charleston, S. C.; Co- 
lumbia University College of Physicians and Sur- 
geons, New York City, 1913; served on the faculty 
of Medical Coilege of South Carolina; for many 
years a member and at one time chairman of the 
county board of health; veteran of World War I; 
died Sept. 3, aged 69, of cancer. 


Ritter, Richard Clinton © Johnstown, Pa.; Univer- 
sity of Pittsburgh School of Medicine, 1930; spe- 
cialist certified by the American Board of Ortho- 
paedic Surgery; member of the American Academy 
of Orthopaedic Surgeons; fellow of the American 
College of Surgeons; veteran of World War II; on 
the staff of the Conemaugh Valley Memorial Hos- 
pital; died Sept. 9, aged 51, of a heart attack. 


Roper, Charles Pinckney ® York, S. C.; Medical 
College of South Carolina, Charleston, 1937; vet- 
eran of World War II; died in the University Hos- 
pital, Augusta, Ga., Sept. 6, aged 47, of cerebral 
hemorrhage. 


Rosenfeld, Morris, North Miami Beach, Fla.; New 
York Homeopathic Medical College and Flower 
Hospital, New York City, 1916; served on the staff 
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of the Jewish Memorial Hospital in New York City; 
died in St. Francis Hospital, Miami Beach, Sept. 
25, aged 72, of embolism. 


Salley, Fitzhugh Prothero ® Union, S. C.; Medical 
College of South Carolina, Charleston, 1911; past- 
president of the Union County Medical Society; 
veteran of World War I; served on the staff of the 
Wallace Thomson Hospital; died Aug. 31, aged 72, 
of coronary thrombosis. 


Sawabini, Elias J. B. ® Brookline, Mass.; College of 
Physicians and Surgeons, Baltimore, 1898; died in 
the New England Deaconess Hospital, Boston, 
Sept. 6, aged 84, of acute myocardial infarction due 
to coronary thrombosis. 


Schermann, Albert H., Flagstaff, Ariz.; Western 
Pennsylvania Medical College, Pittsburgh, 1903; 
died Sept. 12, aged 78. 


Shanks, Joseph ® Chicago; College of Medicine and 
Surgery (Physio-Medical) Chicago, 1910; fellow of 
the American College of Chest Physicians; died in 
the Augustana Hospital Sept. 21, aged 68. 


Shephard, John Hunt, San Jose, Calif.; Rush Med- 
ical College, Chicago, 1904; entered the Mayo 
Foundation in Rochester, Minn., in 1917 and left 
in 1920; an associate member of the American Med- 
ical Association and member of its House of Dele- 
gates in 1933, 1935, and 1936; on the staffs of San 
Jose Hospital and O’Connor Hospital, where he 
died Sept. 4, aged 78, of coronary thrombosis. 


Smith, Annie Thompson ® Durham, N. C.; Univer- 
sity of Illinois College of Medicine, Chicago, 1923; 
member of the American Academy of General Prac- 
tice; associated with the Lincoln Hospital; member 
of the obstetrical staff at Watts Hospital, where she 
died Sept. 11, aged 62, of carcinoma of the pelvis 
and ovary. 


Snow, Albert Granville ® Seattle; University of 
Michigan Department of Medicine and Surgery, 
Ann Arbor, 1899; veteran of World War I; died 
Sept. 8, aged 90. 


Snyder, Samuel ® Baltimore; University of Mary- 
land School of Medicine and College of Physicians 
and Surgeons, Baltimore, 1916; died June 10, aged 
68, of coronary occlusion. 


Spreng, Elizabeth Partridge Dial, Cleveland; West- 
ern Reserve University School of Medicine, Cleve- 
land, 1923; member of the Ohio State Medical 
Association; associated with Lutheran Hospital, 
where she died Sept. 2, aged 60, of cerebral throm- 
bosis, arteriosclerosis, and bronchopneumonia. 


Spurlock, George Herschel © Houston, Texas; 
Memphis (Tenn.) Hospital Medical College, 1902; 
Tulane University School of Medicine, New Or- 
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leans, 1913; fellow of the American College of 
Surgeons; on the staff of the Memorial Hospital; 
died Sept. 8, aged 81, of a heart attack. 


Starnes, Adolphus E. ® Hughes Springs, Texas; 
Hospital College of Medicine, Louisville, Ky., 1903 
and 1906; served as a member of the city council 
and as president of the school board; a director and 
for many years vice-president of the First National 
Bank; died Sept. 14, aged 85. 


Stern, Louis Henry ® Chicago; University of Illinois 
College of Medicine, Chicago, 1916; staff member 
at South Chicago Community Hospital where he 
died Oct. 6, aged 64, of pneumonia. 


Stotter, Arthur Lesley ® Cleveland; Rush Medical 
College, Chicago, 1917; member of the American 
Academy of Ophthalmology and Otolaryngology; 
veteran of World War I; affiliated for many years 
with Polyclinic, Lakeside, and Mount Sinai hos- 
pitals; died Sept. 11, aged 65, of heart disease. 


Sullivan, Arthur George, San Francisco; Johns Hop- 
kins University School of Medicine, Baltimore, 1920; 
specialist certified by the American Board of In- 
ternal Medicine; fellow of the American College 
of Physicians; service member of the American 
Medical Association; veteran of World War II; 
associated with the Veterans Administration; died 
Sept. 30, aged 63, of arteriosclerotic aneurysm of 
the aorta with spontaneous rupture. 


Sutton, Jack ® Groton, Conn.; Universitat Bern 
Medizinische Fakultat, Switzerland, 1949; veteran 
of World War II; on the staff of the Lawrence 
Memorial Hospital; died Sept. 21, aged 39, of coro- 
nary occlusion. 


Taylor, Asa Porter ® Lexington, Ky.; Hospital Col- 
lege of Medicine, Louisville, 1903; died in the 
Central Baptist Hospital Sept. 16, aged 76, of con- 
gestive heart disease. 


Thompson, Paul Francis ® Anderson, S. C.; Jeffer- 
son Medical College of Philadelphia, 1920; veteran 
of World War I; for many years immunologist for 
the state of Rhode Island; died in the Emory Uni- 
versity Hospital, Atlanta, Sept. 3, aged 68. 


Urkov, Joseph Conrad ® Chicago; Chicago College 
of Medicine and Surgery, 1914; veteran of World 
Wars I and II; served as chief of the plastic surgery 
department at the American Hospital; died in the 
Veterans Administration Research Hospital Oct. 8, 
aged 63, of bronchopneumonia, and cerebral in- 
farction and arteriosclerosis. 


Van Fleet, Harry Darwin, Ojai, Calif.; Baylor Uni- 
versity College of Medicine, Dallas, 1919; an asso- 
ciate member of the American Medical Association; 
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past-president of the Los Angeles Academy of 
Medicine; formerly practiced in Los Angeles, where 
he was associated with the California Hospital; 
died Sept. 11, aged 66, of coronary occlusion. 


Veazey, William M. ® Avilla, Ind.; Kentucky School 
of Medicine, Louisville, 1891; served as a member 
of the board of education; associated with Sacred 
Heart Hospital in Garrett; died Sept. 8, aged 92. 


Waddington, Wayne Stanley ® Ellensburg, Wash.; 
University of Washington School of Medicine, 
Seattle, 1950; served as a captain in the medical 
corps of the U. S. Army Reserve, Army Hospital, 
Fort Lawton, Okla.; died in Cottage Grove, Ore., 
Sept. 9, aged 35, in an automobile accident. 


Wenner, Henry Lee ® Elgin, IIl.; University of 
Michigan Department of Medicine and Surgery, 
Ann Arbor, 1914; fellow of the American College of 
Surgeons; staff member of St. Joseph’s and Sherman 
hospitals; died Sept. 21, aged 69, of uremia. 


Westfall, George Arthur ® Halstead, Kan.; Tulane 
University School of Medicine, New Orleans, 1913; 
member of the American Diabetes Association; fel- 
low of the American College of Physicians; veteran 
of World War I; on the staff of the Halstead Hos- 
pital, where he died Sept. 18, aged 66, of cerebral 
vascular accident and chronic bronchiectasis. 


Wilmore, Josiah Glenn ® Cleveland; University of 
Michigan Medical School, Ann Arbor, 1916; mem- 
ber of the staff of St. Luke’s Hospital; died Sept. 
13, aged 68. 


Witcher, Edward Kitchell ® Vinita, Okla.; North- 
western University Medical School, Chicago, 1921; 
member of the American Psychiatric Association; 
served as president of the Ottawa and Craig Coun- 
ties Medical Society; for many years associated with 
the Eastern State Hospital; died in the Veterans 
Administration Hospital, Kansas City, Mo., Sept. 
17, aged 66, of coronary thrombosis. 


Wylie, William Charles ® Dexter, Mich.; Michigan 
College of Medicine and Surgery, Detroit, 1900; 
member of the school board and health officer for 
many years; president of the Dexter Savings Bank; 
died Sept. 11, aged 89, of gastric hemorrhage and 
duodenal ulcer. 


Zion, Samuel Mayer, Philadelphia; Medico-Chi- 
rurgical College of Philadelphia, 1912; served on 
the staffs of the St. Joseph’s Hospital and the Al- 
bert Einstein Medical Center; veteran of World 
War I; a draft board physician during World War 
II; died in the Hospital of the University of Penn- 
sylvania Sept. 14, aged 66, of aneurysm. 
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BRAZIL 


Cardiac Complications of Brazilian Trypanosomiasis. 
—Cardiac involvement in chronic trypanosomiasis is 
one of the most important causes of heart failure in 
Bahia, according to Drs. Zilton and Sonia Andrade. 
They studied autopsy specimens from 28 victims of 
this disease. All the patients had had a slow, pro- 
gressive failure, mainly of the right ventricle. The 
heart showed mild ventricular hypertrophy in the 
absence of valvular, vascular, or hypertensive 
changes. Microscopically there was a chronic diffuse 
myocardial degeneration, with several small foci of 
subacute reactivation, and, occasionally, Leishman- 
Donovan bodies were present within the cardiac 
muscle fibers. Diffuse chronic inflammatory lesions 
with focal subacute changes and focal areas of 
ischemic degeneration of different degrees are 
characteristic of the chronic myocarditis associated 
with trypanosomiasis. It is of great practical im- 
portance that the pathologist be able to recognize 
the cardiac complications of trypanosomiasis with 
the aid of morphologic data only, since the para- 
sites can rarely be demonstrated in histological sec- 
tions. Dense cellular infiltrations (foci of subacute 
reactivation) are probably related to an allergic 
mechanism. These ischemic lesions seem to » ect the 
myocardium and give rise to several form. of car- 
diac blocks, especially of the right bundle branch. 
The fibrotic lesions frequently seen at the level of 
the left ventricular apex are explained as secondary 
to parietal thrombosis, through interference with the 
emptying of the small blood vessels in the cardiac 
chamber, thus rendering the subendocardial cardiac 
fibers ischemic. 


Chlorpromazine for Mental Diseases.—Chlorpro- 
mazine, given in doses sufficient to produce the “im- 
pregnation syndrome,” has proved to be an excellent 
therapeutic agent in various mental diseases accord- 
ing to Prof. Pacheco e Silva and co-workers ( Publi- 
cagées médicas, vol. 28, 1957). Best results were ob- 
tained in patients with schizophrenic reactions, par- 
ticularly with paranoid and paraphrenic forms, 
which are always less responsive to classical treat- 
ments. The appearance of extrapyramidal symptoms 
is characteristic of the impregnation syndrome. The 
electroencephalogram, even during “impregnation,” 
showed no alteration except for decreases in voltage 
and frequency with a tendency to resume previous 
levels when treatment was discontinued. Likewise, 
the electrocardiogram merely showed frequency 
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changes, generally increases, although in some pa- 
tients decreases were noted. No alterations of form 
were observed. Electromyograms of “impregnated” 
patients with an abundance of extrapyramidal symp- 
toms were normal. Tests of liver function failed to 
give any positive indication, for, even during periods 
of full “impregnation,” the patients did not show any 
significant liver dysfunction. Hemograms always 
showed the appearance of or an increase in eosino- 
phils. In some instances leukocytosis also occurred. 
In all the patients studied, an increase in the hemo- 
globin level was observed. The average treatment 
takes about 45 days. Except in patients with infec- 
tious, chronic, cardiovascular, and hepatic diseases, 
this treatment is safe, but it should be used in hospi- 
talized patients only, since continuous nursing care 
and an adequate diet are required. This method of 
treatment, carried out under satisfactory conditions 
and in spite of extrapyramidal manifestations of the 
parkinsonian type, is perfectly safe, since the im- 
pregnation syndrome is readily reversible, even 
though a few symptoms may persist for several 
weeks after the treatment has been discontinued. 
The authors believe that in acutely delirious pa- 
tients, especially those with hebephrenic, paranoid, 
and paraphrenic forms of schizophrenia, “chlorpro- 
mazine impregnation” is a powerful weapon. 


Use of Artificial Heart and Lung.—Hugo Felipozzi 
and co-workers (Hospitalde Hoje, vol. 6, 1957) re- 
ported a method of selective bypassing of the car- 
diac circulation using the patient’s own lung as the 
oxygenator. The authors have used this method of 
correcting pulmonary artery stenosis since 1955. For 
the correction of other congenital cardiac defects, 
they used an extracorporeal circuit consisting of an 
oxygenator similar to that of De Wall. Basing their 
studies on animal experiments at first and later on 
operations on human beings, the authors introduced 
a new type of artificial heart and lung. 


Anesthesia for Thoracic Surgery.—Reporting on 406 
instances of the use of anesthesia for thoracic sur- 
gery, Dr. Zairo G. Vieira (Rev. brasil. cir. 33:245, 
1957) classified the difficulties encountered in four 
groups: blood replacement, endotracheal intubation, 
pulmonary ventilation, and miscellany. The average 
blood loss in thoracic operations was as follows: 
thoracotomy, 378 ml.; segmental lobectomy, 783 ml.; 
total lobectomy, 1,156 ml.; pneumectomy, 1,212 ml.; 
and decortication, 1,565 ml. The choice of veins and 
equipment for venipuncture and/or blood transfu- 
sion should be taken into careful consideration, 
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otherwise the transfusion sets will not work with 
the speed needed in an emergency. The author 
used no. 18 needles for the median basilic and in- 
ternal malleolar veins, but in many cases this pro- 
cedure was insufficient, leading him to use special 
no. 16 needles with a long pointed stylet. These 
needles function as trocars, with the advantage of 
eliminating the necessity of surgical dissection of 
the veins. Besides serving to perforate the skin and 
the venous wall, the pointed stylet is useful in un- 
clogging the lumen of the needle. The author strong- 
ly recommends the use of clot separators and long 
filters of fine mesh. They are indispensable for 
rapid blood replacement. 

Endotracheal intubation does not insure a clear 
airway. Secretions and/or small quantities of blood 
may slowly accumulate and cause obstruction of 
the endotracheal catheter. One such obstruction oc- 
curred during a lobectomy on a child of 14 months. 
Intubation through an emergency bronchial stump 
at the operative site was necessary to prevent as- 
phyxia. Learning the methods of adequate and 
efficient controlled ventilation requires a long ap- 
prenticeship. The anesthesiologist must master the 
technique of adequate manual ventilation before 
attempting the use of mechanical ventilators or 
before undertaking the responsibility of working on 
thoracic cases. The use of selective bronchial in- 
tubation with the Carlens’ double-lumen catheter 
may be lifesaving. Malposition of the operating 
table caused compression of the brachial plexus in 
four patients and traumatic parotiditis in two. Neo- 
stigmine caused an episode of acute asthma in one 
patient, in spite of previous atropinization. 


Anticoagulants.—At a recent meeting of the Associa- 
cao Paulista de Medicina, Dr. L. G. Murat reported 
on the use of five anticoagulants in 202 patients (159 
with myocardial infarction and angina pectoris and 
43 with thrombophlebitis and other thromboembolic 
phenomena). The anticoagulants used were bishy- 
droxycoumarin, ethyl biscoumacetate, phenindione, 
Marcumar, and acenocoumarin. Considering the 
rapidity of action, the ease of establishing the main- 
tenance dosage for each patient, the ease of stand- 
ardizing the treatment for groups of patients, the 
need of a smaller number of controls, the ease of 
excretion, and the tolerance, the anticoagulants 
studied could be divided into two groups. The first 
group includes ethyl biscoumacetate, Marcumar, 
and phenindione, which are the most effective, since 
they meet all the above requirements, ethyl biscou- 
macetate being slightly better than the other drugs. 
The second group includes the others. As soon as 
the maintenance dosage is determined for the anti- 
coagulants of uniform action (first group), the sub- 
sequent controls of the prothrombin level may be 
done at intervals of two, three, and even four weeks. 
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Even with the best anticoagulants available, only 
70% to 80% of the patients could follow a preestab- 
lished schedule of dosage and number of prothrom- 
bin controls. 


Forceps Delivery.—Varela and de Olivaes, of the 
Rio de Janeiro Hospital do Ipase, reported at the 
fourth annual meeting of its physicians on a series 
of 416 deliveries with the use of forceps in a total 
series of 8,768 successive obstetric patients, an 
incidence of 4.7%, The application of forceps was 
high, medium, or low in 3 (0.7%), 163 (39.2%), and 
250 (60.1%) cases respectively. It is a rule of the 
hospital to avoid the high application of forceps if 
possible. Of the mothers 331 (79.6%) were primi- 
paras. Ten patients (2.4%) were under 20 years of 
age, 285 (68.5%) were 20 to 29, 114 (27.4%) were 
30 to 39, and 7 (1.7%) were 40 to 49 years. The 
duration of labor was up to 10 hours in 54 cases 
(13.0%), 11 to 20 hours in 159 (38.1%), 21 to 30 
hours in 121 (29.0%), 31 to 40 hours in 47 (11.5%), 
41 to 50 hours in 22 (5.3%), 51 to 60 hours in 9 
(2.1%), and more than 60 hours in 4 (1.0%). The 
duration of the expulsive stage was one hour or less 
in 78 cases (18.7%), in 1 to 2 hours in 175 (42.1%), 
2 to 3 hours in 108 (26.0%), 3 to 4 hours in 22 
(5.3%), 4 to 5 hours in 23 (5.5%), and more than 5 
hours in 10 (2.4%). In spite of the good general 
technique and episiotomy, rupture of the cervix 
occurred in 46 patients, rupture of the vagina in 3, 
rupture of the perineum with episiotomy in 13, and 
rupture of the perineum without episiotomy in 4. 
There was one maternal death and 19 stillbirths 
(4.8%); 15 infants (3.6%) died in the first month 
of life. 


CANADA 


Medical Retirement Savings Plan.—The Canadian 
Medical Association began on Sept. 1 to operate a 
retirement savings plan for the benefit of its mem- 
bers. The new Medical Retirement Savings Plan, 
registered with the federal government, provides 
physicians with facilities for the purchase of retire- 
ment annuities by tax-exempt contributions. One 
object of this group plan is to secure tax exemptions, 
or rather tax deferment, on savings until pension 
age. As a corollary to this, money invested in the 
plan will be locked up until the chosen age of re- 
tirement, which may be up to the age of 71, or until 
paid as a death benefit. Contributions, which may 
range from a minimum of $300 a year to a maximum 
of $2,500, or 10% of earned income (whichever is 
less), cannot be used as collateral for loans or mort- 
gages. Contributions may vary each year, and will 
be applied as determined by the contributor either 
to purchase of an annuity through the National Life 
Assurance of Canada or to a trusteed common stock 
fund administered by the Royal Trust Company. 
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The proportions of savings applied to these two ele- 
ments of the fund can be varied within broad limits 
and from year to year. Thus the contributing phy- 
sician can enjoy to some extent a fixed insurance 
guarantee while hedging against possible long-term 
inflation by investing something in the common 
stock fund. He may even transfer in the five years 
before retirement certain funds from the common 
stock fund to the insurance annuity fund, so as to 
guard against effects of temporary market depres- 
sion. This plan is expected to be popular with self- 
employed physicians, since taxation savings are sub- 
stantial. For example, a married physician with two 
children who earned $15,000 a year and contributed 
$1,500 to the plan would get back over $500 as tax 
savings. 


Radiogold in the Prostate.—As a result of studies in 
72 dogs given retropubic injections of colloidal sus- 
pensions of radiogold into the prostate, Kerr and co- 
workers (Canad. J. Surg. 1:63, 1957) concluded that 
this technique would not be suitable for definitive 
treatment of prostatic carcinoma. Large and unpre- 
dictable amounts of gold escaped into the blood 
stream in the first few minutes, into the urine in the 
first few hours, and into the lymphatics in the first 
few days, leaving a fraction varying between 0.2 
and 4.0% of the injected dose in the prostatic tissue. 
This capricious variability in delivered dose was 
confirmed by study of human prostates removed for 
benign hypertrophy after interstitial injection of 
radiogold. 


Massive Pulmonary Hemorrhage from Bronchiecta- 
sis.—It is not commonly realized that massive pul- 
monary hemorrhage may be the sole presenting 
symptom of bronchiectasis. Jackson and Lynn 
(Canad, J. Surg. 1:42, 1957) present six cases of 
this nature. The massive hemoptysis is sometimes 
the only symptom and is sometimes grafted on a 
series of smaller hemoptyses or other bronchiectatic 
symptoms. Investigation must be immediate and 
treatment rapid, for this can be an emergency. When 
bronchoscopy and bronchography have delineated 
the site of disease, lobectomy should follow as the 
procedure of choice. 


Meckel’s Diverticulum.—In the first issue of the new 
quarterly Canadian Journal of Surgery, Toronto 
surgeons survey 273 cases of Meckel’s diverticulum. 
The survey was undertaken because the complica- 
tions of this often misdiagnosed anomaly are signifi- 
cant. Of the series, 120 patients (44%) had symp- 
toms, while the rest of the cases were discovered 
by chance at operation or autopsy. The diagnosis is 
being made more frequently partly because of great- 
er awareness of the anomaly. Half the cases were 
found in children under 2 years of age, and the 
anomaly was nearly twice as common in boys as in 
girls. Contrary to general opinion, simple infection 
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of the diverticulum was rare (7 of the 273). In 33% 
of the cases studied microscopically, there was 
heterotopic gastric mucosa in the diverticulum, and 
this was a common finding where complications 
were present. Preoperative diagnosis was rare, un- 
less rectal bleeding occurred; indeed, the diagnosis 
is thought impossible unless this happens, or there 
is a patent vitelline duct. The condition should be 
borne in mind in patients with intussusception, in- 
testinal obstruction, perforation, and atypical ap- 
pendicitis. The diverticulum is treated on the lines 
of an inflamed appendix. Mortality has fallen in 
the last decade because a routine search has been 
made for the anomaly. 


Humeral Shaft Fractures.—Because treatment of 
fractures through the middle third of the humerus 
is controversial, Kennedy and Wyatt (Canad. J. 
Surg. 1:26, 1957) made a critical review of therapy 
in 78 unselected patients. From this they concluded 
that the use of a hanging cast is the method of 
choice, for in the 57 patients treated by this method, 
without traction, results were satisfactory. The in- 
cidence of 21 cases of open reduction is considered 
excessive and due in many cases to impatience. In- 
jury to the radial nerve is not an indication for open 
reduction. Only one patient required a bone graft 
for nonunion. 


DENMARK 


Changing Composition of Mental Hospital’s Clien- 
tele.—The St. Hans Hospital has some 2,100 beds 
for mental patients whose discharge has been quick- 
ened by recent advances in their treatment. Dr. 
K. H. Fremming (Nordisk medicin, Sept. 26, 1957) 
described how more active treatment of schizo- 
phrenia can avert the hopelessly advanced forms of 
this disease in some patients. Of the 195 schizo- 
phrenic patients admitted in 1953, 92 could be dis- 
charged within six months, but there was still a 
residue of 34 in 1956. About 70% of the patients 
suffering from neuroses could be discharged within 
three months, and only 6% required more than six 
months’ treatment. About 70% of the alcoholics and 
drug addicts were also discharged within three 
months, and only 4 of 192 such patients spent over 
a year in the hospital. At present, patients with 
schizophrenia claim 57% of the beds; those with 
senile or presenile psychoses, over 14%; whereas 
patients with neuroses require only 7%; and psycho- 
paths, alcoholics, and drug addicts, 6%. Although 
the schizophrenics required 57% of the beds, they 
accounted for only about 11% of the admissions. 


Idiopathic Polycythemia.—Christensen and Probst 
(Ugeskrift for leger, Sept. 19, 1957) reported a 
series of 58 men and 30 women with idiopathic 
polycythemia, a relatively rare condition. The pa- 
tients’ ages ranged from 16 to 79 (average 53). 
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More than half of them came to be detected by 
accident in the course of an examination for some 
other disease. Severe hemorrhage after dental ex- 
tractions gave a clue to the diagnosis in two cases, 
and a third was referred to a physician for exam- 
ination when a dentist was struck by the bright red 
color of the buccal mucosa. The leukocyte count was 
over 10,000 in more than 50% of these patients, and 
over 15,000 in 25%. The diagnostic value of the 
sedimentation rate was emphasized by its being only 
1 mm. or less in over 82% of the patients and over 
5 mm. in less than 3%. In no case was it over 10 mm. 
Of the 21 patients who died, death was due to 
chronic myeloid leukemia in 5. Of the 88 patients, 
64 were treated with radioactive phosphorus. The 
tendency of this drug to promote the frequency of 
gene mutation should contraindicate its application 
to patients in their reproductive years. With this 
and certain other reservations, the authors conclud- 
ed that this is the best treatment available for 
idiopathic polycythemia. 


Operative Treatment of Gastric Cancer.—A sym- 
posium on gastric cancer was reported on in 
Nordisk medicin (Oct. 10, 1957). Dr. Mogens 
Andreassen reviewed a series of 450 patients of 
whom 41 were not operated on, 147 underwent an 
exploratory operation, 53 a palliative operation, and 
the remaining 209 a radical operation. Only 14% of 
these 209 patients were alive five years after opera- 
tion. In view of this low survival rate, Andreassen 
advocates a more extensive total gastrectomy. Deal- 
ing with another series of 485 patients, Dr. K. H. 
Koster classified them according to whether they 
had first been treated for gastric ulcer (95) or had 
come directly to operation (390). The former were 
on the average 10 years younger than the latter. 
Koster argued that even if the lesion is an ulcer to 
begin with, it may become malignant, and he plead- 
ed for operation as early as possible, even when 
malignancy was not yet demonstrable. In yet an- 
other series of 364 patients Dr. E. Henrichsen 
dwelt on the prognostic significance of lymph gland 
metastases. Of 40 patients without such metastases 
demonstrable at the time of resection, 15 were still 
alive five years later, whereas of the 20 in whom 
such metastases were found at the operation, only 
1 survived a similar period. Another speaker warned 
that when such metastases are macroscopically de- 
monstrable at an operation, little is to be gained by 
removing the glands involved because the progno- 
sis is inevitably poor. There was some disagreement 
over the merits of gastroscopy as an adjunct to 
diagnosis. One speaker said he had never regretted 
it when he had not operated because gastroscopy 
had indicated normal conditions in face of an x-ray 
diagnosis of cancer of the pylorus, but another 
speaker believed that gastroscopy added little to the 
diagnosis because it was often incomplete for tech- 
nical reasons. 
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Vaccination Against Asian Influenza.—The westward 
advance of Asian influenza caused a growing 
demand for a vaccine against it in Denmark, and 
by Oct. 5 the stocks of vaccine at the State Serum 
Institute in Copenhagen had run out. Since then 
the output has been speeded up, but it has been 
found necessary to ration the supply and to ask 
physicians to limit the recipients of it to the groups 
of persons mentioned in the circular issued by the 
public health authorities. Physicians are also re- 
quested to confine their applications to written re- 
quests. The vaccine supplied by the Institute is 
such that barely 5% of the recipients show a slight 
febrile reaction for a couple of hours after an injec- 
tion. Five concentrations of the vaccine have been 
tested on groups of 30 persons, each with a view to 
finding out whether one injection or more were 
necessary. The respective merits of subcutaneous 
and intracutaneous injections were also studied. 
These tests showed that, in the concentration 


chosen, a single injection was sufficient to evoke PN 


satisfactory antibody response and little more could 
be gained by subsequent injections. The Institute 
recommends for adults a single subcutaneous injec- 
tion of 1 ml.; for children between 5 and 12, two 
subcutaneous injections of 0.5 ml. with an interval 
of 7 to 14 days; and for children under 5, two sub- 
cutaneous injections of 0.1 to 0.25 ml. with an inter- 
val of 7 to 14 days. Undesirable side-effects are 
more frequent in children than in adults. Antibody 
formation is less satisfactory after an intradermal 
than after a subcutaneous injection, and the latter 
should be given in the infraclavicular region where 
any tenderness provoked gives comparatively little 
trouble. 


INDIA 


Financial Aid to Miners with Tuberculosis.—De- 
pendents of coal miners who have tuberculosis and 
are the sole support of their families will be given 
financial help. The allowance will be paid from the 
Coal Mines Labor Welfare Fund. Meanwhile, more 
facilities have been provided by the fund for treat- 
ment of miners with tuberculosis. In addition to the 
two tuberculosis clinics run by the fund, a 30-bed 
ward was opened at Ranchi. 


Training in Hospital Physics.—Dr. I. S. Eve, medical 
consultant on the peaceful uses of atomic energy 
for the World Health Organization, said in New 
Delhi that WHO had a scheme to train Indian phy- 
sicians in the use of radioisotopes. He said health 
was improved through accurate administration of 
x-rays and the use of radioisotopes for the treatment 
and diagnosis of disease. WHO stimulates and co- 
ordinates research, collects and distributes informa- 
tion, and encourages acceptance of international 
standards. It hopes to have radioisotopes included 
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in the International Pharmacopoeia. It is planned 
to send one or two Indian physicists abroad for a 
year to study hospital physics. On their return they 
will be expected to arrange courses in hospital 
physics. 


Blood Pressure in Women.—B. B. Dotto (Indian 
Practitioner 10:8 [Aug.] 1957) surveyed the blood 
pressure in 8,700 normal women, aged 17 and over. 
Of these, 59.25% were used to a mixed diet, and the 
rest were strict vegetarians; 21.51% smoked ciga- 
rettes or used tobacco in some form; 15.75% took 
alcoholic drinks daily or on occasion. Of the 2,123 
who were married, 513 had only one child; 722 had 
2 or 3; 435 had more than 3; and 453 had no chil- 
dren. The average systolic, diastolic, and pulse pres- 
sures of those aged from 17 to 50 years were 119.2, 
77.5, and 41.7 mm. Hg respectively. The readings 
for the entire series were 120.5, 78.2, and 42.3 mm. 
Hg respectively. An analysis of the blood pressure 
figures in different age groups showed that the 
systolic pressure rose from 109.6 to 131.5 mm. Hg 
in persons between the ages of 17 and 55 years. 
The diastolic pressure rose from 72.4 to 84.0 mm. 
Hg between the same ages. 


Yaws-like Disease.—D. R. Prabhakar (J. Indian 
M. A. 29:6 [Sept. 16] 1957) stated that he common- 
ly saw patients with granulomatous lesions resem- 
bling those of yaws and having a positive Wasser- 
mann reaction in the venereal disease clinic. Seventy 
villages with a population of 25,361 were surveyed, 
and about 5% of the population were found to be 
affected by this condition. The incidence, however, 
varied from village to village. The patients were 
divided into three groups according to the type of 
lesions present. In the first group, early lesions con- 
sisting of granulomatous nodules on different parts 
of the body, pain and tenderness in the bones and 
joints due to periostitis and arthritis, pyrexia, and 
swelling of regional lymph nodes were seen. The 
second group had active lesions with gummatous 
swellings and ulcerative and desquamatory lesions, 
particularly plantar keratodermias. Bony deformi- 
ties were present, due to various degrees of thicken- 
ing of the long bone. The third group showed healed 
lesions with typical pigmentation, shining scars on 
the skin, and stationary bony deformities. On the 
whole, granulomatous lesions were the most im- 
portant lesions and were seen in 71.5% of the per- 
sons affected. They appeared on many parts of the 
body but rarely on the feet and the scalp. The 
ulcerative skin lesions were mostly seen as kerato- 
dermias of the sole. Bony deformities were common 
in the extremities—more in the legs than in the arms. 
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Boys were more frequently attacked than girls, and 
the lesions remained generally benign. Relapses 
however were frequent in children. Active lesions 
were noticed in 5.3% of the boys up to 10 years of 
age. In the age group 11 to 20, the number of pa- 
tients with active lesions increased to 21%. In the 
next decade, active lesions were more frequent 
(40.3% ), and women were more commonly affected 
than men. In the next two decades men were more 
frequently attacked by the disease than women. 


Hereditary Leptocytosis.—j. B. Chatterjea and co- 
workers (Indian J. M. Sc. 11:8 [Aug.] 1957) stated 
that the similarity of hereditary leptocytosis with 
hereditary hemoglobinopathic syndromes suggests 
the possibility that some type of abnormal hemo- 
globin not yet discovered is responsible for lepto- 
cytosis. As yet, no specific variety of hemoglobin 
has been found to be the specific cause of this dis- 
ease, which is fairly common in India. In some 
patients hematological stigmas of hemoglobinopathy 
were present in only one parent, while in others 
both parents showed some degree of hemoglobin 
abnormality. Electrophoretic studies showed that 
persons with atypical cases had inherited the lepto- 
cytosis from one parent only, and the cases were 
really of hemoglobin E thalassemia, the nonthelas- 
semic parent being an example of the heterozygous 
hemoglobin E state. The authors, in a study of 35 
patients with leptocytosis, found 20 instances of 
hemoglobin E—thalassemia disease. The number of 
subjects studied was 120, comprising 35 patients 
and 85 close relatives from 32 families. In addition 
to routine investigations, the fetal hemoglobin level, 
plasma hemoglobin level, osmotic fragility of the 
erythrocytes, serum iron level, unsaturated iron- 
binding capacity of the serum, and presence of 
sickling were determined, and an electrophoretic 
analysis of the hemoglobin was made. 

Seven patients had their spleens removed, and 
the response was evaluated. Of the 20 patients with 
hemoglobin E-thalassemia disease, 11 were males 
and 9 females. Their ages varied from 4 months to 
28 years. There was no history of consanguineous 
marriage in any. Six of them were severely anemic, 
presenting the findings of chronic refractory anemia 
with splenomegaly. In two children, symptoms 
started as early as the first month of life. The rest 
had moderately severe anemia, were in fairly good 
health, and suffered only from chronic fatigue and 
weakness _ interfering with sustained work. The 
spleen was enlarged in all the 20 patients, and en- 
larged liver was present in all but one. The hemo- 
globin level varied from 2.9 to 9.57%, the red blood 
cell count from 1.1 to 3.9 million per cubic milli- 
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meter, and the reticulocyte count from 4% to 22.5%. 
Erythrocytic morphology showed features charac- 
teristic of leptocytosis, without any significant find- 
ing to differentiate this disease from hemoglobin 
E-thalassemia disease. Response to any form of 
therapy was generally unsatisfactory. Splenectomy 
produced partial clinical and hematological im- 
provement. Examination of the parents showed the 
presence of hemoglobin E in heterozygous form in 
either parent, its percentage varying from 29 to 63. 
None of these parents had significant anemia. The 
hematological features in the hemoglobin E hetero- 
zygotes did not suggest any definite clue to the 
presence of abnormal hemoglobin. In contrast, the 
hematological features in the other parent were 
distinctive, with gross hypochromia, anisocytosis, 
poikilocytosis, and leptocytosis and the presence ot 
target cells and increased osmotic resistance in the 
absence of significant anemia. Comparative study 
of the two groups (those with homozygous heredi- 
tary leptocytosis and with hemoglobin E-thalas- 
semia disease) showed that the two cannot be dif- 
ferentiated clinically and hematologically. Careful 
hematological examination of the parents, however, 
provided the diagnostic clue in this respect. Clear- 
cut differentiation is possible only through electro- 
phoretic analysis of hemoglobin. 


UNITED KINGDOM 


Gonadotropin Assays and Response to Treatment of 
Mammary Carcinoma with Estrogens.—On the basis 
of recent work, it would seem that gonadotropin 
assays may be helpful in predicting the response of 
some postmenopausal women with mammary Car- 
cinoma to treatment with estrogens such as diethyl- 
stilbestrol. Loraine and co-workers (Lancet 2:575, 
1957) described a method of estimating human uri- 
nary gonadotropins by bioassay on immature mice, 
the end-point depending on uterine enlargement. 
The gonadotropin excretion of a group of 47 post- 
menopausal women with recurrent or metastatic 
mammary carcinoma was determined and the re- 
sults examined in relation to the response to treat- 
ment with diethyletilbestrol. The mean gonadotropin 
excretion was significantly higher in those patients 
whose clinical condition deteriorated while under 
treatment. The gonadotropin excretion of those 
patients whose condition was improved or un- 
changed did not differ significantly from that of 
normal control subjects of similar age. The results 
are of interest because they indicate for the first 
time that the excretion of a hormone by a particular 
group of patients with mammary cancer may differ 
significantly not only from that of the hormone in 
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other groups of patients with this disease but also 
from that in a group of patients with diseases other 
than cancer. The evidence presented suggests that 
gonadotropin assays may be helpful in predicting 
the response of a postmenopausal patient with 
mammary cancer to treatment with estrogens. 


New Minister of Health—Mr. Dennis Vosper has 
resigned from his post of Minister of Health, on ac- 
count of ill health. He has been succeeded by Mr. 
D. C. Walker-Smith, Queen’s Counsel, formerly 
Minister of State, Board of Trade. These political 
changes are becoming so frequent that ministers 
scarcely have time to learn the intricacies of their 
appointment before they are hustled into another 
ministry. Mr. Vosper’s tenure of office was only 
10 months. In seven years the president of the 
Royal College of Physicians had to negotiate with 
six Ministers of Health, to which is now added a 
seventh. 


Stinging Jelly Fish.—Portuguese men-of-war are ap- 
pearing on beaches on the south coast of England. 
These jelly fish are usually confined to an area be- 
tween the Azores and Northwest Africa. Sometimes 
they reach the Cornish coast, but now they are 
spreading along the whole of the south as far as 
Hastings in Sussex. Warning notices have been 
posted on the beaches. The filaments of this jelly 
fish carry barbs containing a powerful neurotoxin, 
which when injected paralyzes motor muscles, in- 
cluding those of respiration. The sting is very pain- 
ful and the toxin may produce profound shock. The 
pain may be relieved by the local use of ammonia, 
but the shock may demand prompt and more vigor- 
ous treatment. 


New Rauwolfia Factor.—A new hypotensive factor 
has been isolated from the root of Rauwolfia serpen- 
tina (Chemistry and Industry 2:1270, 1957). A 
dialysed extract of the root yielded a semisolid mass 
on removal of the solvent, and four alkaloidal com- 
plexes were obtained from the mass. The new hypo- 
tensive fraction, which does not contain reserpine, 
is stated to be more potent than the latter, and un- 
like it, has no sedative and central-nervous-system 
depressant action. 


Orally Given Hypoglycemic Drugs.—A pamphlet is- 
sued by the Ministry of Health for the guidance of 
physicians warns against the indiscriminate use of 
orally given hypoglycemic drugs to replace insulin. 
It states that it is impossible to predict which dia- 
betic patients will respond to oral treatment. Gen- 
erally speaking they are those that have small re- 
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quirements of insulin, are middle-aged or over, are 
not liable to ketosis or coma, and have not had 
diabetes long. The conditions of many diabetics re- 
ceiving oral treatment would be better controlled 
by dietary means alone. Satisfactory as orally given 
drugs such as tolbutamide might be for the mainte- 
nance treatment of diabetes, they are inadequate, or 
even dangerous, when infection is present, or the 
patient is undergoing an operation. A further warn- 
ing is given that the selection of diabetics for oral 
treatment, whether those with newly diagnosed 
conditions or those transferred from treatment with 
insulin, should be undertaken only at clinics where 
there are facilities for special examinations, partic- 
ularly quantitative blood and urine sugar estima- 
tions. On no account should the orally given drugs 
be given to a patient with glycosuria who has not 
been investigated. Constant supervision of the pa- 
tient and attention to diet are essential. Although 
blood dyscrasias have not been reported with tol- 
butamine, the drug that is most commonly used, 
it is suggested that their possibility should always 
be borne in mind. 


Medical Protection Society.—At the annual meet- 
ing of the Medical Protection Society, an insur- 
ance society that protects the interests of physicians 
and dentists in litigation, the president touched on 
problems of interest to various members. He warned 
dentists of the necessity of a roentgenogram if the 
inhalation of a tooth or piece of tooth after extrac- 
tion is suspected. Further discussion included the 
following problems. Sometimes the vein chosen by 
a physician for blood transfusion about 1'2 in. above 
the wrist turned out to be the radial nerve. Anes- 
thetists and surgeons were warned to restrict the use 
of muscle relaxants to operations in which they were 
essential. Senior staff members in hospitals should 
give their juniors opportunities to practice and learn. 
Unfortunately, juniors to whom work is delegated 
run the risk of claims for damages, and a senior staff 
member should make sure that he is asking a junior 
to perform something within his capacity. In the 
past the senior accepted responsibility for his jun- 
iors work, but recent court rulings changed this. 
The Medical Protection Society’s expenditure ex- 
ceeded income in the last year. This was due to the 
higher costs paid in damages brought by patients. 
In 1956 this was $896,000. Another reason for great- 
er expenditure was the reduction in the value of 
money. A case for damages now costs twice what 
it would have cost a few years ago. The increased 
claims by patients for damages do not mean that 
physicians are becoming less competent or negli- 
gent. These claims reflect the great advances in 
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medicine that all patients believe should be avail- 
able to them. As the competence and capacity of the 
physician increases, he becomes more and more 
liable to actions for negligence when he fails to live 
up to the high standards he has set. 


Running Costs of Hospitals.—The net running costs 
of hospitals in England and Wales, according to the 
Select Committee on Estimates (Running Costs of 
Hospitals, Sixth Report from Select Commons, Her 
Majesty's Stationery Office, London, 1957), rose 
from $529,200,000 in 1949-1950 to $820,400,000 in 
1955-1956. The total load borne by the hospitals 
increased as well. Thus the daily census rose from 
397,570 to 426,047 and the annual outpatient at- 
tendance from 36,109,208 to 39,584,241 in the same 
period. Of the increase in annual expenditure, $193,- 
760,000 is attributed to increases in pay, rise in 
prices, and other unavoidable increases, and the re- 
maining $97,500,000 went for the development and 
expansion of the service necessary to carry the in- 
creased load on the health service. The actual cost 
per inpatient per week increased very little. The 
committee is therefore satisfied that there is no 
diminished efficiency or obvious waste in the serv- 
ice, but it still believes that there is opportunity 
for economy and it is depressed by the apparent 
lack of vigor with which some problems are being 
faced by the Ministry of Health. 

The committee states that the Ministry should en- 
sure that expensive hospital facilities are devoted 
only to those patients truly in need of them. Some 
hospital outpatients could have been satisfactorily 
examined and treated by general practitioners. Some 
patients also unnecessarily remain as outpatients 
for treatment by consultants when they could be 
referred back to their own physicians. Hospital beds 
are being uneconomically occupied by patients ad- 
mitted for observation who could have been ex- 
amined as outpatients if additional facilities, such as 
a rest room, were available. There are also patients 
in beds for the chronic sick who cannot be dis- 
charged because no other accommodation can be 
found, and among these patients there are 10,000 
in mental hospitals. 

The committee suggests some limitation of funds 
to teaching hospitals until the standards of nonteach- 
ing hospitals are raised. The average cost per in- 
patient in a London teaching hospital is $75.60 
weekly and for an inpatient case $187.60, whereas 
the corresponding figures for nonteaching hospitals 
are $50.40 and $114.80. The committee believes that 
there might be abuse of the domiciliary consultative 
service whereby a patient may be seen without fee 
at home by a specialist who is paid under the Health 





ee eee | | re a? .| 


_-_. ae 2 








Vol. 165, No. 13 


Service and is called in by the general practitioner. 
These visits to the home by specialists increased 
from 175,504 in 1951 to 270,618 in 1956. It is thought 
that general practitioners might be asking unnec- 
essarily for the services of a specialist. Suprise is ex- 
pressed that, of 2,627 domiciliary visits in one area, 
the general practitioner was present in only 38%. 

Concern is expressed over the rising drug bill, 
which was $18,760,000 in 1953-1954 and is now $21,- 
590,000, in spite of a 13% fall in the price of drugs. 
The increase is attributed to the lack of cost con- 
sciousness among hospital physicians. It is suggested 
that the control of drug expenditure should not be 
left entirely to physicians and that medical students 
should be made aware of the cost of treatment. 
Only 46% of “amenity” or “pay” beds in hospitals 
are being occupied. The committee suggests that 
hospital authorities be asked to encourage the use 
of such beds by patients who can pay the fees. The 
committee concludes that, if full value is to be ob- 
tained from the large sums of public money spent 
on health, more time and attention must be devoted 
to long-term planning. 


Adenovirus Eye Infections.—Prof. A. Macdonald 
and co-workers (Lancet 2:670, 1957) have reported 
an outbreak of adenovirus eye infections in Aber- 
deen. Most of the patients were seen by general 
practitioners, although 250 cases were treated in one 
hospital alone. Affected patients were all ages, and 
often whole families were infected. It was thought 
likely that cross infection occurred in the hospital 
where treatment was given. The incubation period 
was estimated to be 7 to 12 days. Patients usually 
sought medical aid on about the fourth day of symp- 
toms. The earliest complaint was a feeling of grit or 
a foreign body in the eye. A generalized conjuncti- 
vitis rapidly developed, with mucoid discharge, some 
chemosis, and profuse lacrimation, especially when 
the cornea was involved. Large smooth follicles de- 
veloped, particularly in the lower fornix. A few 
patients had swelling and pain in the preauricular 
lymph nodes. The main clinical manifestations were 
simple conjunctivitis, corneal infiltrates, corneal ul- 
ceration, superficial punctate keratitis, filamentary 
keratitis, and pseudomembranous conjunctivitis. 
Clinically the infections were of two types: a simple 
acute follicular conjunctivitis which cleared up rap- 
idly, and a more serious condition showing corneal 
involvement. This occurred in 71%, and just under 
50% had subepithelial infiltrates or opacities in the 
cornea. These were sharply circumscribed and num- 
mular in appearance and were usually noticed about 
10 to 14 days after the onset. In some patients these 
lesions persisted for several months. 
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Smears taken from infected eyes were sterile or 
yielded nonpathogenic organisms. The cellular exu- 
date was predominantly mononuclear. Adenoviruses 
were recovered from smears with use of human 
embryonic kidney epithelial cultures growing in a 
medium containing 2% calf serum. Five strains of 
type 8, and types 1, 7, and 11 were isolated. Neu- 
tralizing antibody estimations confirmed the type of 
infection in some cases. The use of sulfacetamide 
and antibiotics had no effect on the course of the 
disease. Hydrocortisone locally gave relief when the 
cornea was involved, but it did not shorten the dura- 
tion of the symptoms. These observations support 
the view that type 8 virus causes epidemic kerato- 
conjunctivitis. 


Acute Rheumatic Fever.—Prof. R. S. Illingworth and 
co-workers (Lancet 2: 653, 1957) compared the re- 
sults of treating acute rheumatic fever by six differ- 
ent methods. Two hundred children were included 
in a controlled clinical trial in which the effects of 
sodium salicylate, given in large and small doses, 
cortisone, cortisone with salicylates in small doses, 
cortisone with salicylates in large doses, and no 
specific treatment were compared. Prednisolone was 
used in place of cortisone in some patients. All chil- 
dren received antistreptococcic treatment in the 
form of a sulfonamide or penicillin. The value of 
treatment was assessed by the duration of arthritis, 
the fall in temperature, the development of new 
rheumatic manifestations (nodules, chorea, heart 
failure, or pericarditis ), the presence of cardiac mur- 
murs, the fall in the sedimentation rate, and the 
mortality. The low-dosage salicylate therapy was 0.3 
Gm. four times a day, or 0.6 Gm. for children weigh- 
ing over 50 lb. (23 kg.). In the case of children re- 
ceiving a large dose, the serum salicylate level was 
kept at 30 to 40 mg. per 100 ml. The dose of corti- 
sone was initially 300 mg., reduced gradually to a 
dose of 75 mg. by the sixth week. The dose of pred- 
nisolone was a fifth of that of cortisone. Treatment 
was continued until three consecutive weekly sedi- 
mentation rates were normal (10 mm. or less on the 
Westergren scale ). 

Comparison of results in the six groups showed 
that cortisone (or prednisolone) combined with 
large doses of salicylates caused a more rapid fall 
of the sedimentation rate than any of the other 
treatments. Cortisone alone or with salicylates, in 
large or small doses, and salicylates alone were more 
effective than no specific treatment. There was no 
significant difference between large and small doses 
of salicylates. Largely as a result of the more rapid 
fall in sedimentation rate, the duration of treatment 
and of stay in the hospital was significantly less in 
the three cortisone-treated groups than in the sal- 
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icylate-treated groups. The rate of fall in the sedi- 
mentation rate bore a relation to body weight. It 
was slower in overweight than in underweight chil- 
dren. The arthritis responded better to treatment 
with cortisone than with salicylates, which gave 
better results than no specific treatment. New rheu- 
matic manifestations, such as nodules, heart failure, 
pericarditis, chorea, and arthritis, did not develop 
in patients treated with cortisone. In this respect the 
difference between the cortisone-treated and _sal- 
icylate-treated groups was statistically significant. 
Carditis was less in evidence in the children treated 
with cortisone. Systolic murmurs disappeared most 
rapidly in those treated with cortisone and salicyl- 
ates. Cortisone alone was more effective than 
salicylates alone. Cortisone also produced a more 
rapid fall in temperature than salicylates. 


Decline of Tuberculosis.—According to an editorial 
in the October issue of Tubercle, in 10 years the 
death rate from tuberculosis has been reduced from 
50 to 12 per 100,000 population, and for age and 
sex groups other than the older men, it is substan- 
tially below 10 per 100,000. In the period 1947-1952 
mortality from tuberculosis was halved, with every 
indication of again being halved in the succeeding 
five years. The provisional figures for deaths from 
tuberculosis in the large towns of England and 
Wales show in the first half of 1957 a decline of 26% 
of the corresponding figures for 1956. With only 344 
deaths per annum from all forms of tuberculosis, 
mortality figures have lost their significance as an 
index of tuberculosis, although any other index is 
difficult to find. The incidence of infection has not 
declined to the same extent. The figures to date for 
1957 show an 8% decline on those for 1956, and 
those for 1953 to 1955 show a decline of 9%, 10%, 
and 6% respectively. In 1956 nearly 8,000 cases in 
young adults were reported, and the expected num- 
ber for 1965 with the present rate of decline is 4,000. 
The decline has been mostly in persons under 45 
years of age, and particularly in children and young 
adults. The reducticn in incidence in those over 45 
has been slight. In future the type of patient with 
this condition will be increasingly the older man, 
with few cases in children and comparatively few 
in young adults; nor will many cases in older wom- 
en be expected. The major cause of active tubercu- 
losis in older people is the breakdown of old healed 
lesions. 


Calcified Atheroma.—The severest manifestations of 
atherosclerosis are found in the abdominal aorta, 
and its radiography is a valuable method of detect- 
ing advanced atherosclerosis during life. Elkeles 
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(Lancet 2:714, 1957) used this method to compare 
the incidence and severity of calcified atheroma in 
680 men and 572 women over the age of 50. He 
found that the incidence and severity of calcified 
atheroma are much less in women than in men, be- 
low the age of 60, and this is in agreement with the 
well-known observation that women aged less than 
50 are relatively immune to cardiac infarction. 
Elkeles found that in the latter decades of life this 
sex ratio is reversed, and the women show a much 
higher percentage of severe calcified atheroma than 
do men. The results of the investigation do not sup- 
port the widely held view that a close correlation 
exists between severe atherosclerosis and coronary 
artery disease, insofar as this can be estimated from 
calcification in the abdominal aorta. The steep rise 
in the incidence and severity of atherosclerosis in 
women aged more than 60 is not associated with a 
corresponding sharp increase of coronary infarction. 
Moreover, extensive calcified atheroma of the aorta 
is predominantly seen in older persons, who would 
not reach old age if they had serious coronary artery 
disease. Elkeles advanced the view that spinal 
osteoporosis occurring after the decrease or cessa- 
tion of sex hormone production is connected with 
the deposition of calcium in the aorta, and that spi- 
nal osteoporosis, which is far more common in wom- 
en than in men, explains the high percentage of 
severe calcified atheroma in women after the meno- 
pause. 


Toxicity of Cycloserine.—Walker and Murdoch as- 
sessed the toxicity of cycloserine when given for the 
treatment of pulmonary tuberculosis (Tubercle 
38:97, 1957). This antibiotic is not generally avail- 
able in Great Britain. Thirteen patients with far- 
advanced chronic pulmonary tuberculosis were se- 
lected. As a result of previous unsatisfactory chemo- 
therapy, tubercle bacilli resistant to streptomycin, 
aminosalicylic acid, and isoniazid were isolated 
from the sputum in all cases. During treatment with 
cycloserine 10 patients showed evidence of neuro- 
toxic effects, manifested by personality changes, 
myoclonic twitchings, and drowsiness. These effects 
were particularly marked when the dose of cyclo- 
serine exceeded 1 Gm. daily, and they soon disap- 
peared when the drug was withdrawn. Four patients 
developed right ventricular failure soon after start- 
ing treatment, and three of them died. The authors 
believed that cardiac failure might be a toxic effect 
of cycloserine. This has not been reported previous- 
ly. They suggested that owing to its high toxicity 
cycloserine should not be given to patients whose 
tubercle bacilli are susceptible to other established 
chemotherapeutic agents. 








Vol. 165, No. 13 








CORRESPONDENCE 








ERRONEOUS POSTMORTEM BLOOD 
ALCOHOL LEVELS 


To the Editor:—In the July 6 issue of THE JouRNAL, 
page 1077, appeared an article entitled “Erroneous 
Blood Alcohol Findings at Autopsy: Avoidance by 
Proper Sampling Technique,” by Henry W. Turkel 
and Houghton Gifford, which presents a careful 
study with unwarranted conclusions. First of all, 
differences in the alcohol content of the arterial 
blood and the venous blood in the living person 
are to be expected and are well known. Venous 
blood from the femoral vein drains the muscles and 
connective tissue, while arterial blood (some of 
which was in the pooled blood of the pericardial 
sac) contains more alcohol since it has recently ab- 
sorbed alcohol from the gastrointestinal system. 
Since it is the arterial blood which carries the 
alcohol to the brain, it is obvious that arterial blood 
alcohol determinations would ordinarily more ac- 
curately prophesy brain alcohol than the alcohol 
determination of venous blood. According to the 
data presented no injustice would be done by ac- 
cepting the ordinarily larger alcohol percentage of 
pooled blood in the pericardium. The authors are 
using mathematical gymnastics and arrive at erron- 
eous conclusions. Consider their case 1484, which 
records the highest percentages of alcohol in the 
series: femoral blood 0.352 and heart blood 0.442, 
the difference being 0.090. They then add _ this 
numerical difference to a reading in a mythical in- 
dividual whose actual level is only 0.110%, arriving 
at a percentage of 0.20 and concluding that mis- 
carriage of justice could occur. Let us look at this 
matter from a reasonable standpoint and the differ- 
ence of 0.09% properly proportioned to a 0.11% 
venous blood reading becomes a difference of only 
0.032%. Addition of this difference to 0.11% will 
give an arterial blood reading of 0.142%. If the 
authors’ admitted possible error of +5% were used, 
0.110% might actually be 0.115%, and the figure 
0.142%, actually 0.135% and not a possible 0.200% 
as the authors stated. These figures are still in line 
with the known differences in arterial and venous 
blood. 

The authors conclude that chemical tests might 
produce injustices so that a person might be pro- 
nounced drunk on a cardiac blood test and not on 
the basis of femoral blood. They further presume 
that 0.15% is the dividing line between sobriety 
and drunkenness. Committees of the National Safety 
Council and the American Medical Association, 
realizing that there was no sharp line between in- 
toxication and sobriety, have designated the zone 





between 0.05% and 0.15% as one in which individ- 
uals are “under the influence,” but before diagnos- 
ing intoxication for medicolegal purposes they have 
recommended that the behavior of the individual 
should be considered before making a diagnosis. 
Even the zone below 0.05% does not preclude “un- 
der the influence,” but it has been recommended 
that a person in this zone should be exonerated 
from the legal standpoint. This generous medi- 
colegal interpretation prevents any injustices that 
might occur because of unusual tolerance to alco- 
hol, or the use of arterial or venous blood, or the 
use of breath or urine. 

HERMAN A. Hetse, M.D. 

425 E. Wisconsin Ave. 

Milwaukee 2. 


TREATMENT OF CHRONIC 
SCHIZOPHRENIA 


To the Editor:—The article on “Treatment of Chron- 
ic Schizophrenia” in the Sept. 28 issue of THE Jour- 
NAL, page 333, contains a serious misstatement 
which should be pointed out to readers of THe 
JournaL. The authors state that they calculated a 
chi-square of 13.85 by using a fourfold table, 
though they do not make clear what the two entries 
were other than 61 and 28. They say that this chi- 
square gives a value for p of 0.0003, and go on to 
say that a “p value of less than 0.05 is adequate to 
establish a hypothesis.” This is entirely erroneous 
and, if believed, can result in serious errors. No p, 
however small, can ever establish that a hypothesis 
is correct, nor can it even measure the probability 
that it is correct; p merely is the probability that if 
a given hypothesis is correct, then chi-square will 
be found at least as large as it was in fact found. 
The distinction may be made clear to nonmathe- 
matical readers by the following example from the 
game of bridge. 

The chance that if a deal is honest a particular 
player should be dealt 13 hearts is only 1 in 635,- 
013,559,600; but if he is indeed dealt such a hand 
it would be quite erroneous—and perhaps even 
fatal—for him to conclude that the probability is 
only 1 in 635,013,559,600 that the deal was honest, 
that is, that it is virtually certain that the deal was 
crooked. In general terms, the probability that A 
will occur if B occurs is quite different from the 
probability that B will occur if A occurs. 

Ernest B. ZeIsLer, M.D. 
179 E. Lake Shore Dr. 
Chicago 11. 
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LAW DEPARTMENT 





MEDICOLEGAL ABSTRACTS 


Malpractice: Sufficiency of Evidence to Show 
Wanton Negligence.—This was an action to recover 
damages caused by the alleged malpractice of the 
defendant physician. The petition was in four 
counts, and from a judgment sustaining the defend- 
ant’s demurrer to the fourth count the plaintiff 
appealed to the Supreme Court of Kansas. 

The first three counts alleged negligence in the 
selection of diagnostic procedures, negligence in 
the performance of diagnostic procedures, and con- 
cealment of facts from the plaintiff by the de- 
fendant. The fourth count sought the recovery of 
punitive damages on the ground that the acts of 
alleged negligence were wanton and constituted 
an utter disregard for the plaintiff's health, condi- 
tion, and welfare. The plaintiff had entered a 
hospital, after consultation with the defendant, for 
diagnosis and treatment of thrombophlebitis in the 
lower calf of his left leg. The defendant attempted 
the performance of an aortogram. When the plaintiff 
regained consciousness from the general anesthetic, 
the defendant told him that the aortogram had not 
been performed, that the aorta had not been lo- 
cated or penetrated, and that nothing had been 
accomplished in the operating room to aid in 
diagnosing the plaintiffs condition. Immediately 
thereafter, however, the plaintiff experienced ex- 
treme pain in his legs, paralysis from the first 
lumbar vertebra to his toes, paralysis of the in- 
testine, and paralysis of the bladder. 

The court summarized the facts upon which the 
plaintiff relied to establish wanton negligence. It 
stated that a part of the acts of negligence of the 
defendant was in advising the use of an aortogram 
for diagnosis when he knew or should have known 
it was not the safest and most recognized method; 
in holding himself out to the plaintiff to be a spe- 
cialist in translumbar aortography and, as such, 
attempting an aortogram without first performing 
an allergy test and completing a preoperative x-ray; 
and in making numerous insertions of an 18-gauge 
needle (6 in. long), without aspirating same, with 
accompanying and repeated injections of a chemi- 
cal dye soluticn into the plaintiffs spinal cavity, 
spinal column, blood stream, and body, this being 
done in such a manner that the aorta was never 
located and the blood vessels around the plaintiff's 
spinal cord were ruptured. It was further alleged 
that in the 72 hours following the attempted aorto- 
gram the plaintiff's condition became quite critical; 
that he lost control of his bowel function, bladder, 
and lower extremities to the extent that he could 
not move his body or control any organs or limbs 
from the first lumbar vertebra to his toes; that 
the plaintiff inquired of the defendant the nature 
of his malady and requested diagnosis, treatment, 
and relief from the defendant; that the defendant 
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knew or should have known that the plaintiff's con- 
dition was serious and critical in nature, but, not- 
withstanding the apparent critical condition, the 
defendant did nothing to relieve, treat, or diagnose 
plaintiff's condition, and that the defendant negli- 
gently concealed from plaintiff the fact of the appar- 
ent injuries and infections of his lower extremities; 
that the defendant willfully, wantonly, and negli- 
gently represented to the plaintiff that his condition 
was not a result of the attempted aortogram and was 
not serious in nature; that, in fact, the plaintiffs 
condition was serious in nature and represented 
a continuing and progressive threat to his state 
of health and general welfare, and it was the 
duty of the defendant to exercise the skill and 
care usually exercised by experts and_ specialists 
in the fields of translumbar aortography and in- 
ternal medicine to inform the plaintiff of the de- 
fendant’s lack of skill, knowledge, and ability and 
to advise, recommend, and suggest the services 
of other physicians and surgeons, which he failed 
to do; and that the facts with relation to the plain- 
tiffs grave condition were concealed by the de- 
fendant, and that he represented to the plaintiff 
that his condition was not serious in nature, and 
did thereupon abandon the treatment of the plain- 
tiff without any cause whatsoever. 

In considering the general rule to be used in 
determining whether the facts of a given case 
constitute gross and wanton negligence, the Su- 
preme Court of Kansas said that a wanton act 
is something more than ordinary negligence, and 
yet it is something less than willful injury; to 
constitute wantonness, the act must indicate a 
realization of the imminence of danger and a reck- 
less disregard and complete indifference and un- 
concern for the probable consequences of the 
wrongful act. When the allegations of the plaintiff's 
petition are tested by these rules, continued the 
Supreme Court, we are compelled to hold that the 
facts as alleged are sufficient to show that the 
defendant's conscious conduct indicated a reckless 
disregard and complete indifference to and un- 
concern for the probable consequences of his al- 
leged wrongful acts and were sufficient to charge 
him with wanton negligence upon which the plain- 
tiff could predicate his fourth cause of action for 
punitive damages. Accordingly, the judgment of 
the trial court in favor of the defendant was re- 
versed and the case was remanded with instructions 
to reinstate the plaintiffs fourth cause of action. 
Dill v. Miles, 310 P (2d) 896 (Kansas, 1957). 


Statute of Limitations: When Cause of Action Ac- 
crues.—This was an action for damages for injuries 
caused by the alleged negligence of the defendant 
physician. From a judgment in favor of the de- 
fendant, the plaintiff appealed to the Supreme 
Court of North Carolina. 

On July 20, 1951, the plaintiff, then in pain, was 
referred to the defendant surgeon, who, after exam- 
ination, performed an appendectomy upon him. 
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After being released from the hospital, the plaintiff 
went to the defendant for periodic checkups. At 
the 12-month checkup, the plaintiff complained of a 
fulness and soreness in his side at the site of the 
incision. This was in July, 1952. In November, 1952, 
the plaintiff again complained of pain in his side 
and said he had a knot there. After examination, 
the defendant told him that something was wrong 
and asked him to submit to an x-ray examination. 
The x-rays revealed the existence of a gauze sponge 
in the plaintiffs body at the site of the former 
operation, and a few days later the defendant per- 
formed a second operation and removed a laparot- 
omy pack. The plaintiff continued to have trouble, 
however, and finally, in May, 1953, the defendant 
operated for a third time. He then removed a 
round plug about the size of a silver dollar. This 
was apparently an opaque marker of the kind put 
in a laparotomy pack so that the presence of a 
laparotomy pack in the body will show on the x-ray 
film. In the fall of 1953, the defendant indicated 
that another operation was needed, but the plain- 
tiff then severed relations with the defendant. Suit 
was instituted against the defendant on Nov. 14, 
1955. 

The defendant argued that the action of the trial 
court entering judgment of involuntary nonsuit was 
correct because the plaintiff's action was barred by 
the statute of limitations. 

The Supreme Court pointed out that the evidence 
was sufficient to support these findings of fact: (1) 
that the defendant in performing the operation of 
July 20, 1951, introduced the laparotomy pack into 
the plaintiffs body; (2) that he closed the incision 
without first removing the laparotomy pack; (3) 
that this was a breach of the defendant's legal duty 
to exercise reasonable care and diligence in the 
application of his skill to the plaintiff's case; and 
(4) that injury to the plaintiff proximately resulted 
therefrom. It has been established, the court con- 
tinued, that the leaving of a substance in a patient's 
body at the conclusion of an operation “is so in- 
consistent with due care as to raise an inference to 
negligence.” The crucial question here, however, is 
this: Was the evidence sufficient to support a find- 
ing of fact that this action was commenced within 
three years from the time the plaintiff's cause of 
action accrued? 

The period prescribed for the commencement of 
an action for malpractice based on negligence is 
three years from the time the cause of action ac- 
crues. In general, said the court, a cause of action 
accrues as soon as the right to institute and maintain 
a suit arises. It is well settled, continued the court, 
that in an action for damages, resulting from negli- 
gent breach of duty, the statute of limitations 
begins to run from the breach, from the wrongful 
act or omission complained of, without regard to 
the time when the harmful consequences are dis- 
covered. This rule has been expressly applied to 
malpractice cases based on the alleged negligence 
of the defendant. 
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Our decisions, held the Supreme Court, impel 
the conclusion that the plaintiff's cause of action 
accrued July 20, 1951, immediately upon the closing 
of the incision. To hold otherwise would be to say 
that the plaintiff did not then have a cause of action 
against the defendant. This court has rejected the 
view that the cause of action accrues when the 
injurious consequences are or should have been 
discovered. Statutes of limitation are inflexible and 
unyielding. They operate inexorably without refer- 
ence to the merits of the plaintiff's cause of action. 
They are statutes of repose, intended to require that 
litigation be initiated within the prescribed time 
or not at all. It is not for us, the court continued, to 
justify the limitation period prescribed for actions 
such as this. That is a matter within the province 
of the general assembly. The purpose of a statute 
of limitations is to afford security against stale de- 
mands, not to deprive anyone of his just rights by 
lapse of time. In some instances it may operate to 
bar the maintenance of meritorious causes of ac- 
tion and, when confronted with such a cause, the 
urge is strong to write into the statute exceptions 
that do not appear therein. In such instances, said 
the court, we must bear in mind Lord Campbell's 
caution: “Hard cases must not make bad law.” 

Accordingly, the Supreme Court held that the 
plaintiff had not instituted his suit within three 
years of the time his cause of action accrued. The 
judgment of the trial court in favor of the defendant 
surgeon was therefore affirmed. Shearin v. Lloyd, 
98 S. E. (2) 508 (North Carolina, 1957). 


MEDICAL FILM REVIEWS 





NEW FILM ADDED TO A. M. A. 
MOTION PICTURE LIBRARY 


The Medical Witness: 16 mm., black and white, sound, 
showing time 34 minutes. Produced in 1956 by Dynamic 
Films for the American Medical Association, the American 
Bar Association, and the Wm. S. Merrell Company. Procur- 
able on loan from Motion Picture Library, American Medi- 
cal Association, 535 N. Dearborn St., Chicago 10. 


This film is the first in a series of six intended to 
acquaint physicians with their essentiality in litiga- 
tion and to dispel their fears of testifying in court. 
It is also intended to aid attorneys in their working 
relationships with physicians and to impress upon 
them the necessity for adequate pretrial preparation 
and the use of proper demonstrative evidence. In 
vivid dramatic scenes, the film shows the right and 
wrong methods of presenting medical testimony by 
reenacting the trial of a personal injury case. The 
relationship between the medical witness and the 
lawyer is discussed, as well as the methods by which 
the medical witness can support his opinion. All 
physicians should be interested in seeing this film, 
and it is highly recommended for showing at state 
and county medical society meetings and hospital 
staff meetings. 
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MEDICAL LITERATURE ABSTRACTS 





INTERNAL MEDICINE 


Suppuration and Calcification of the Liver and 
Spleen Due to Long Standing Infection with Bru- 
cella Suis. W. W. Spink. New England J. Med. 
257:209-210 (Aug. 1) 1957 [Boston]. 


The patient, a 51-year-old man, was seen in Sep- 
tember, 1956, because of a draining sinus located 
in the right upper quadrant of the abdomen. He 
had received a blow over the area 9 months pre- 
viously. This was followed by localized swelling, 
and approximately 1 month after the accident he 
was hospitalized. A fluctuant area of swelling and 
tenderness in the right upper quadrant was incised. 
From a specimen of exudate Brucella suis was re- 
covered in pure culture, and Brucella antigens were 
present in the serum in a titer of 1:80. He was 
treated with streptomycin and tetracycline and im- 
proved, but in the intervening months the incision 
continued to drain purulent material intermittently. 
He was then referred to the university hospitals 
(Minnesota) for further study and therapy. The 
history revealed that he had been a farmer in 1937, 
raising hogs and cattle. This was at a time when 
he first became ill with a suppurative disease, 
which was to disable him periodically for the fol- 
lowing 20 years. 

The most significant finding on examination was a 
draining sinus just below the right midcostal mar- 
gin. This appeared to extend underneath the costal 
margin and upward toward the xiphoid process for 
a distance of about 5 cm. X-ray examination re- 
vealed large calcified areas in the region of the liver 
and similar smaller lesions in the spleen. These 
were interpreted as calcified areas of hepatic and 
splenic necrosis caused by Br. suis. The sinus was 
explored, and an abscess overlying the liver was 
found, but the suppuration was exterior to the 
peritoneal and pleural cavities. The sinus tract had 
remained entirely in the abdominal wall. Drains 
were placed in position, and the cavity packed 
with gauze. After this the patient improved steadily. 


The place of publication of the periodicals appears in brackets pre- 
ceding each abstract. 

Periodicals on file in the Library of the American Medical Association 
may be borrowed by members of the Association or its student organi- 
zation and by individuals in continental United States or Canada who 
subscribe to its scientific periodicals. Requests for periodicals should be 
addressed “Library, American Medical Association.” Periodical files 
cover 1948 to date only, and no photoduplication services are available. 
No charge is made to members, but the fee for others is 15 cents in 
stamps for each item. Only three periodicals may be borrowed at one 
time, and they must not be kept longer than five days. Periodicals pub- 
lished by the American Medical Association are not available for lending 
but can be supplied on purchase order. Reprints as a rule are the 
property of authors and can be obtained for permanent possession only 
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It was concluded that this patient had a long- 
standing suppurative illness due to Br. suis involv- 
ing, particularly, the liver and spleen. Of the three 
species of Brucella—Br. abortus, Br. suis, and Br. 
melitensis—that cause human brucellosis, Br. suis 
is most commonly responsible for suppurating and 
caseous lesions of the tissues. 

It has been demonstrated on guinea pigs that, as 
these lesions improve, calcification is a prominent 
feature. It has also been shown that healing and 
calcification of such lesions in the liver could be 
accelerated by treatment with antibiotics. Brucel- 
losis should be considered in the differential diag- 
nosis of any patient with suppuration of long 
duration or with intermittent fever of obscure 
origin. A definitive diagnosis is established by isola- 
tion of Brucella organisms from the tissues or body 
fluids. The indiscriminate use of the antibiotics 
often eliminates the bacteriological evidence, neces- 
sitating dependence upon serologic tests for the 
diagnosis. The Brucella agglutination reaction is a 
reliable test for screening doubtful cases. An agglu- 
tinin titer of 1:100 or above in the serum must be 
given serious consideration. 


Peptic Ulceration Occurring During Therapy for 
Rheumatoid Arthritis. F. Kern, G. M. Clark and 
J. G. Lukens. Gastroenterology 33:25-33 (July) 1957 
[Baltimore]. 


All patients with rheumatoid arthritis attending 
the arthritis clinic of Colorado General Hospital 
during the past 10 years were studied with regard 
to the occurrence of peptic ulcer. There were 169 
such patients—66 men and 103 women. The length 
of follow-up varied from 1 month to 10 years, the 
median being 22 months. The diagnosis of peptic 
ulcer was accepted only if the ulcer was demon- 
strated by x-ray, gastroscopy, or surgery. There 
were 21 patients with peptic ulcer in the series of 
169, an incidence of 12.5%. Twelve of the 66 men 
(18.2%) and 9 of the 103 women (8.7%) had a peptic 
ulcer. In 6 of the 12 male patients the ulcer existed 
before the arthritis developed, but in the other 6 
men and all the 9 women the peptic ulcers devel- 
oped after the onset of arthritis. A total of 315 
treatment periods were analyzed in 169 patients, 
because most patients were treated at different 
times with different drugs. 

It was found that the increased incidence of 
ulcer was related to treatment with adrenocortical 
hormones and phenylbutazone. An effort to quanti- 
tate this increase in risk of developing an ulcer 
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during treatment with these drugs led to the con- 
clusion that the risk increased 20 to 60 times. No 
conclusions could be drawn about the dose of 
phenylbutazone necessary to cause an ulcer, but it 
was clear that the adrenal steroid—induced ulcers 
occurred in patients receiving more than 50 mg. 
per day of cortisone or 20 mg. per day or more of 
prednisone and that smaller doses appear to be 
relatively safe. It was also noted that peptic ulcer 
was more prone to occur in patients whose arthritis 
was of long standing. 


The Significance of Citric Acid Excretion in the 
Urine for the Diagnosis of Renal Function. H. Otto. 
Schweiz. med. Wchnschr. 87:968-970 (July 20) 1957 
(In German) [Basel, Switzerland]. 


The citric acid level of the serum is not charac- 
teristically changed, whereas the citric acid excre- 
tion in the urine is remarkably decreased in patients 
with renal diseases. This decrease of urinary citric 
acid is a symptom of renal insufficiency and may be 
significant for the clinical diagnosis of diseased 
kidneys. Renal functional disturbances are fre- 
quently revealed by a reduced citric acid level in 
the urine, when other clinical diagnostic methods 


fail. 


The Radioiodine Profile in the Diagnosis of Thy- 
roid Disease. S. Rubenfeld, S. S. Brodie, N. Mitchell 
and others. A. M. A. Arch. Int. Med. 100:266-271 
(Aug.) 1957 [Chicago]. 


The authors recommend the use of the following 
3 tests for the diagnosis of thyroid disease: 24-hour 
thyroid uptake of radioactive iodine (I'*'), determi- 
nation of the conversion ratios, and salivary tests. 
The sum of all 3 tests, a “thyroid profile,” is more 
accurate than any one test alone. Its accuracy 
approaches 100%. This conclusion is based on the 
authors’ study of 164 patients referred for thyroid 
evaluation; 48 were clinically diagnosed as hyper- 
thyroid and 116 as euthyroid. The most reliable 
single index of thyroid function is the conversion 
ratio. Next in order are the salivary activity and 
the 24-hour I'*' uptake respectively. Clark and co- 
workers and McConahey and associates defined the 
conversion ratio as the ratio of the protein-bound 
plasma I'*' to the total plasma I'*' 24 hours after 
the ingestion of I'*'. The 24-hour uptake showed 
an accuracy of only 90%. In the diagnosis of hyper- 
thyroidism, estimation of salivary activity produced 
an accuracy of 98%; however, the euthyroid group 
showed only 85% confirmed salivary counts. The 
conversion-ratio studies by the authors proved a 
correct diagnosis in 11 of 13 cases in which there 
would have been misdiagnosis on the basis of up- 
take studies alone and in all 18 cases in which there 
would have been incorrect diagnosis on the basis 
of salivary studies alone. They found an over-all 
accuracy of 98%, 
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Evaluation of Mecamylamine in the Treatment of 
Hypertension. P. T. Cottier, J. M. Weller and S. W. 
Hoobler. J. Lab. & Clin. Med. 50:199-208 (Aug.) 
1957 [St. Louis]. 


Thirty-one consecutive patients with hyperten- 
sion were treated as outpatients with mecamyl- 
amine and followed up for over 3 months. The 
frequency of orthostatic blood pressure reduction 
achieved in this series is comparable to that ob- 
served with quaternary blocking agents. A good 
blood pressure response was seen in 7 patients, 
their standing blood pressures falling to normal 
levels. A fair response was obtained in 10 patients, 
while no response was observable in 14. Seven 
patients had had splanchnicectomy prior to treat- 
ment, and in 4, maintenance doses were less than 
the average. The effect on recumbent blood pres- 
sure was negligible. Side-effects were comparable 
to those observed with quaternary ammonium com- 
pounds. Weakness appeared to be a less frequent 
complaint, as well as the visual effects, which were 
less marked with mecamylamine than with other 
ganglionic blocking agents. Constipating effects 
were similar to those following other blocking 
agents. Variation in intestinal motility did not affect 
the amount of the drug, since absorption is rela- 
tively complete. Patients having suffered a myocar- 
dial infarction or having signs of coronary insuffi- 
ciency should be treated very carefully with the 
drug; marked falls of their standing blood pressure 
must be avoided. Renal circulation was unimproved 
or considerably reduced. The functional renal re- 
serve should be sufficient to stand transient reduc- 
tions of renal blood flow. Patients with azotemia 
should be repeatedly checked for nonprotein nitro- 
gen or blood urea nitrogen. 


Localized Pulmonary Consolidation Secondary to 
Primary Tuberculous Infection in the Young Adult. 
A. P. Jarniou, A. Moreau, C. Chambatte and La- 
vergne. Semaine hép. Paris 33:2793-2809 (July 26- 
30) 1957 (In French) [Paris]. 


Lobar or segmental pulmonary consolidations 
appearing in young adults as a sequel of primary 
tuberculous infection were studied in 35 patients 
aged 20 to 24 years. The most variable common 
factor in these cases was the length of the period, 
usually one of latency, between the primary in- 
fection and the discovery of the consolidations, 
some of which appeared as the infection was reced- 
ing, some a few months, and some several years 
later. The causal relationship between the consoli- 
dations and the primary infection was established 
by painstaking investigation of the history of pri- 
mary infection, study of the revelatory symptoms, 
radiologic and tomographic studies, bronchoscopy 
and bronchography with lipiodol, and repeated 
bacterial investigations. The information so ob- 
tained not only established the tuberculous origin 
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of the consolidations but also made it possible to 
reconstruct the mechanism by which they were 
produced. 

The fact that the bacteriological studies were 
negative for Mycobacterium tuberculosis in all but 
2 cases seems to show that consolidations of this 
kind are nonspecific lesions caused by mechanical 
and inflammatory processes, and the essentially 
localized character of the lesions suggests that they 
are initially due to bronchostenosis, which, in turn, 
is chiefly the result of the chronic inflammation 
surrounding a tuberculous lymph node. Symptoms, 
when present, consist of a persistent bronchitic 
syndrome or recurrent pneumopathies, but in many 
cases the lesions are discovered accidentally in the 
course of routine radioscopy. The course of their 
development is prolonged and unpredictable; some 
regress to the point of complete radiologic cure, 
while others go on to definitive and irreversible 
consolidation and retraction. Medical treatment is 
disappointing, because the lesions are completely 
unresponsive to antituberculous drugs. Two of the 
patients obtained some benefit from perfusions of 
corticotropin combined with aminosalicylic acid. 
Fixed, retracted, immovable consolidations, whether 
or not accompanied by bronchoscopic anomalies 
and whether or not complicated by bronchiectasis, 
should be surgically excised, because they represent 
functionally useless lung tissue and may become 
foci of infection. Excision is not contraindicated in 
these cases as it is in diffuse nontuberculous bron- 
chiectasis: the bronchial deformities, if they exist, 
represent a fixed condition with no further capacity 
for progression. 


Diagnostic Aids in Acute Myocardial Infarction: 
Clinical and Experimental. S$. Losner, B. W. Volk 
and S. M. Aronson. Am. Heart J. 54:225-234 (Aug.) 
1957 [St. Louis]. 

A battery of laboratory tests, consisting of serial 
determinations of plasma fibrinogen concentration, 
serum glutamic oxalacetic aminopherase (transam- 
inase), serum aldolase, C-reactive protein, and 
erythrocyte sedimentation rate, was performed on 
40 patients with acute myocardial infarction, in- 
cluding 15 in whom a diagnosis of coronary insuf- 
ficiency had been made and 10 patients with 
subendocardial necrosis. The same tests were per- 
formed on 32 dogs with ligation of the left anterior 
coronary artery at various levels. 

In the patients with acute myocardial infarction, 
the enzymes reached their maximum concentration 
within 1 or 2 days after onset of the symptoms and 
returned to normal 3 or 4 days later. The peak of 
fibrinogen concentration appeared on the second or 
third day after coronary occlusion and returned to 
normal levels at the end of the second or during the 
third week. The maximum level of all 3 blood con- 
stituents reflected the gravity of the disease. During 
the stage of convalescence, recurrent increases of 
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concentration of the enzymes as well as the fibrino- 
gen concentration mirrored an extension of the 
myocardial infarction. The fibrinogen level reflected 
a protracted clinical course and indicated such com- 
plications as intercurrent pericarditis, heart failure 
with pulmonary edema, or pulmonary embolization. 
All 3 blood constituents remained within normal 
levels or occasionally showed moderate increases 
in patients with coronary insufficiency or subendo- 
cardial necrosis. Neither the enzymes nor the fibrin- 
ogen concentration alone adequately reflects the 
totality of the myocardial injury, but when applied 
conjointly and serially they are useful tools to sup- 
plement the electrocardiographic findings. The 
erythrocyte sedimentation rate and the C-reactive 
protein content of the serum usually attained ab- 
normal values in patients with acute coronary dis- 
ease. However, they reflected neither the severity 
nor the duration of the disease. The erythrocyte 
sedimentation rate was considerably increased in 
patients with coronary insufficiency. 

In the dogs with experimentally produced myo- 
cardial infarction, the enzymes reached their peak 
levels within 24 hours and the fibrinogen reached 
its maximum concentration 2 days after the ligation 
of the left anterior coronary artery. A semiquanti- 
tative relationship between the extent of myocardial 
infarction and the maximum concentration of these 
blood constituents exists. 


The Varied Clinical Manifestations of Pulmonary 
Embolism. H. L. Israel and F. Goldstein. Ann. Int. 
Med. 47:202-226 (Aug.) 1957 [Lancaster, Pa.]. 


The authors stress the frequent failure to recog- 
nize pulmonary embolism clinically, pointing out 
that, if the diagnosis is considered only when all 
the classic clinical and laboratory features are 
demonstrable, most instances of pulmonary embo- 
lism will go unrecognized. As a result of growing 
interest in this disease at the Graduate Hospital in 
Philadelphia, the diagnosis has been made with in- 
creasing frequency in recent years. The number 
recognized exceeded all anticipation, and provided 
an opportunity to measure the relative frequency 
of the various respiratory, cardiovascular, abdomi- 
nal, and neurological guises which pulmonary em- 
bolism may assume. The diagnosis of pulmonary 
embolism was made in 90 patients in an 18-month 
period. The disease was more frequent than pneu- 
monia and bronchogenic carcinoma. The 90 patients 
included 7 in whom the pulmonary embolism was 
not suspected ante mortem and 83 in whom the 
diagnosis was made on clinical evidence. Embolism 
was preceded by surgery in 33 patients and by 
musculoskeletal trauma in 6 patients. Embolism 
occurred in 18 patients hospitalized with medical 
illnesses. Respiratory symptoms predominated in 
39 and cardiovascular symptoms in 33 patients. 
Abdominal symptoms were prominent in 6 patients 
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and central nervous system manifestations in 4. The 
disease most often requiring differentiation from 
embolism was acute myocardial infarction. 

While there were no pathognomonic chest roent- 
genograms as the radiologists became more alert 
to the characteristic features of infarction this pos- 
sibility was suspected in 55.2% of the patients with 
pulmonary embolism who were x-rayed. Electro- 
cardiographic abnormalities were detected in 70% 
of patients adequately examined. Typical cor 
pulmonale patterns were observed in 7 patients, 
transient positional changes in 28, and coronary 
insufficiency patterns in 18. The high frequency of 
transient electrocardiographic changes observed is 
remarkable, since the embolism was so often of 
moderate or slight severity. Serum glutamic oxala- 
cetic aminopherase (transaminase) determinations 
were made in 49 patients. Levels were consistently 
normal in 32 patients, while elevations were noted 
in 17 patients. In all but one of these, associated 
hepatic, myocardial, or musculoskeletal disease ac- 
counted for the elevation. Pulmonary embolism will 
be more commonly recognized when it is appreci- 
ated as being the most common lung disease now 
encountered in general hospitals, when this diag- 
nosis is given first consideration in a wide variety 
of syndromes, and when informed use is made of 
chest roentgenograms, electrocardiograms, and 
serum transaminase determinations. 


Clinicopathologic Correlations of Renal Biopsies 
from Essential Hypertensive Patients. M. Saltz, 
S. C. Sommers and R. H. Smithwick. Circulation 
16:207-212 (Aug.) 1957 [New York]. 


The pathological findings in kidney biopsy speci- 
mens in a series of 1,251 hypertensive patients who 
underwent sympathectomy between 1946 and 1955 
are reported. The renal biopsy specimens were 
about 6 by 5 by 4 mm. and almost all composed of 
kidney cortex. Bilateral biopsy specimens were re- 
moved in 348 patients, and 6 patients had 3 biopsies. 
Severe arteriolar sclerosis was found in 5%, arteri- 
olar necrosis in 2%, and pyelonephritis in 13.4% of 
the patients. Moderate or slight arteriolar sclerosis 
predominated in the series (93.7%). A significantly 
lower percentage of survival was found 3 and 5 
years postoperatively when arteriolar sclerosis was 
present in a high degree. The patients with arteri- 
olar nephrosclerosis of grade 3 were older; there- 
fore, the most essential factor responsible for the 
increased mortality was the irreversible generalized 
damage to their vascular systems. The other groups 
with varying degrees of renal arteriolar sclerosis 
had the same rather favorable postoperative sur- 
vival rates after sympathectomy. Kidney function, 
measured by phenolsulfonphthalein excretion, de- 
creased after sympathectomy in 13% of the entire 
series, except for patients with diffuse vascular 
necrosis. The present study emphasizes that diffuse 
fibrinoid arteriolar necrosis is found in the absence 
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of retinal papilledema, at diastolic blood pressure 
levels below 150 mm. Hg, and without the renal 
insufficiency thought to be a requisite of malignant 
hypertension. Arteriolar sclerosis with essential hy- 
pertension was focal and irregular in its involve- 
ment of the renal arterioles, except in the most 
advanced stage. The status of the eyegrounds and 
renal vessels reflected in part the general altera- 
tions of the vascular system due to hypertension. 
Kidney biopsy in this series treated by sympathec- 
tomy did not prove of greater value than other 
methods of evaluating the severity and probable 
course of essential hypertension. 


Renal Function in Endangiitis Obliterans: Question 
of Generalization of Endangiitis Obliterans and of 
Endangiitic Hypertension. F. Holle and G. Car- 
stensen. Arch. klin. Chir. 285:397-419 (No. 4) 1957 
(In German) [Berlin]. 


Endangiitis obliterans (von Winiwarter-Buerger’s 
disease) is a systemic disease involving the entire 
vascular system, but in some patients certain parts 
of the vascular system show more severe involvement 
than do others, and so one extremity or one organ 
system may exhibit the most severe symptoms and 
receive primary attention in therapy. Involvement 
of the renal vessels became known first through 
autopsy studies and later also from clinical reports. 
The authors investigated whether and to what ex- 
tent disturbances in renal function attributable to 
angiopathy could be observed in patients with 
endangiitis obliterans of the extremities. They made 
studies on 51 patients, all except 2 of whom had 
peripheral circulatory disturbances. In 35 of the 
patients endangiitis obliterans was demonstrated, 
whereas the remaining 16 patients had circulatory 
disorders not due to endangiitis. The renal function 
of these patients was studied with the aid of excre- 
tion and clearance tests. The circulation of the 
kidney and the function of the tubules and of the 
glomeruli were investigated. 

The creatinine clearance was not unusual in pa- 
tients with endangiitis obliterans, but the effective 
renal plasma flow and the total renal circulation 
were greatly reduced in all age groups. The phenol- 
sulfonphthalein excretion, as a secondary manifes- 
tation of the primary impairment of the renal 
circulation, was also reduced. Functional renal 
disturbances preceded the organic manifestation of 
endangiitis of the kidney. The authors conclude 
that the renal excretion and clearance tests permit 
an estimate of the degree of involvement of the 
kidneys in the endangiitic process. Thus they are of 
prognostic value. If they are repeated in the pres- 
ence of a blockage of the sympathetic they could 
aid in deciding the advisability of a sympathectomy. 
Peripheral circulatory disturbances are not merely 
a local problem, but require general examination 
and treatment. 
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SURGERY 


Disability Two to Five Years After Mitral Com- 
missurotomy: An Evaluation by Clinical Criteria 
and Exercise Tolerance. G. A. Logan, R. A. Bruce, 
G. G. Bergy and K. A. Merendino. Ann. Int. Med. 
47:248-262 (Aug.) 1957 [Lancaster, Pa.]. 


Mortality and disability were evaluated from 2 
to 5 years after mitral commissurotomy in 60 pa- 
tients with predominant and symptomatic mitral 
stenosis. Parallel observations were made on 11 
patients with contraindications to operation and on 
3 who refused operation. Operative mortality varied 
according to selection of patients and surgeons. 
Total mortality to date for the patients operated on 
is 15%. Incidence of improvement varied with 
different criteria of disability. Thirty-four of 51 
survivors of operations exhibited improvement. Im- 
provement was sustained to the time of the last 
evaluation. In contrast, there was virtually no long- 
term improvement in patients not operated on. 
Serial tests of exercise tolerance before and after 
operation indicated that improvement in 5 patients 
was limited to the preoperative period. Such tests 
also indicated sustained improvement in 22 of 30 
patients followed into the 4th or 5th year after 
operation. 

Adverse prognostic factors were age over 44 
years, murmur of mitral insufficiency, definitive left 
atrial enlargement and valvular calcification at 
fluoroscopy, and inability of the patient to walk 
more than 4 minutes on a standardized exercise 
test. Palpation of a definite jet of mitral regurgita- 
tion was the most important observation indicating 
an adverse prognosis. Mitral commissurotomy favor- 
ably altered the natural history of disability in the 
majority of patients, and improvement was usually 
sustained. Factors increasing operative mortality 
were those relating to severe disability and asso- 
ciated significant mitral insufficiency. Prognosis in 
survivors of operation was affected more by adverse 
factors associated with valvular pathology than by 
severity of initial disability. 


Infected Patent Ductus Arteriosus with Massive 
Lung Infarction. J. A. Cope and R. G. Ellison. J. 
Thoracic Surg. 34:190-195 (Aug.) 1957 [London]. 


The surgical treatment of patent ductus is now a 
well-established procedure because of the low mor- 
tality rate associated with surgical correction and 
the high morbidity rate associated with untreated 
patent ductus arteriosus. The authors present ob- 
servations on a 35-year-old woman who had a 
patent ductus arteriosus with infection and massive 
infarction of the left lung. This patient was success- 
fully treated by simultaneous division of the ductus 
arteriosus and pneumonectomy of the infarcted 
lung, a combination of therapy not previously re- 
ported. 
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Loss of Blood at Operation: A Method for Contin- 
uous Measurement. F. W. Borden. California Med. 
87:91-97 (Aug.) 1957 [San Francisco]. 


Meeting the hazards of surgical blood loss is a 
complex problem. Transfusion, to be most effective, 
must be started promptly, and a balance must then 
be maintained between loss and replacement. Haz- 
ards lie in delaying the start of transfusion as well 
as in transfusing too much or too little. Since clinical 
signs and symptoms give no indication of the quan- 
tity of blood lost, a method for continuous measure- 
ment has been devised by the author. He describes 
his apparatus, which served as a reliable guide for 
blood replacement in 400 patients. The method 
combines volumetric measurement of the suction 
loss and gravimetric measurement of the sponge 
loss. The volumetric device automatically deducts 
the volume of rinse water used and thus measures 
the amount of blood collected in a metering cylin- 
der. The suction loss scale shows continuously the 
amount of blood in the cylinder. The gravimetric 
device requires counting sponges into the weighing 
pan and turning a dial scale to deduct the initial 
weight of the sponges. The volume of blood in the 
sponges is then read directly on the dial scale. Use 
of the instrument, which is under the supervision 
of the anesthesiologist, adds about 2 minutes per 
hour to the time normally required for counting 
the sponges, and about 3 minutes per hour is re- 
quired for tending the volumetric instrument. 


Hemolytic Anemia Due to Autoantibodies Treated 
with Prednisone and Splenectomy. L. Cantoni, M. 
Ciconla, G. C. Scaltrini and A. Volta. Policlinico 
(sez. prat.) 64:1085-1094 (July 29) 1957 (In Italian) 
[Rome]. 


The case of a 63-year-old woman with idiopathic 
hemolytic anemia caused by autoantibodies is re- 
ported. The medical history of the patient and of 
her immediate family did not reveal significant 
pathological data. Severe anemia, some jaundice, 
mild hepatomegaly, and marked splenomegaly were 
the main clinical symptoms. Blood transfusions 
were not tolerated and were the cause of marked 
deterioration of the general condition of the pa- 
tient. Prednisone had an immediate beneficial 
effect on the course of the disease and stopped the 
hemolysis; the values of the blood components 
tended to return normal, and the general condition 
of the patient improved. The patient was given by 
mouth a total of 600 mg. of prednisone (5 mg. every 
6 hours for 30 days). She was subjected to splen- 
ectomy 20 days after the suspension of prednisone 
treatment. Except for some fever, no complications 
occurred during the postoperative course. The pa- 
tient regained strength steadily, her general condi- 
tion improved, and she had completely recovered 
one month after the operation. 
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GYNECOLOGY & OBSTETRICS 


Staphylococcal Infections in an Obstetric Unit: I. 
Epidemiologic Studies of Pyoderma Neonatorum. 
D. N. Wysham, M. E. Mulhern, G. C. Navarre and 
others. New England J. Med. 257:295-303 ( Aug. 15) 
1957 [Boston]. 


The authors studied an epidemic of antibiotic- 
resistant micrococcic (staphylococcic ) infections in 
a nursery, which had involved 54 of 117 newborn 
infants. To determine the source of this epidemic 
daily cultures were taken from the infants and their 
mothers. Cultures were made frequently from nurs- 
ery personnel and from fomites and the air in the 
nursery. Most of infections were caused by a single 
strain of Micrococcus (Staphylococcus) pyogenes 
var. aureus of phage type 52/42B/81, coagulase- 
positive and resistant to penicillin, streptomycin, 
and tetracycline. Forty-nine of the infants were col- 
onized by this strain while in the nursery. The 
mothers were not the source of the epidemic, be- 
cause none of them were admitted to the hospital 
carrying the epidemic strain. Two nursery personnel 
were carriers of this strain, but both had insufficient 
contact with infants to have produced the epidemic. 
Infants who were subclinically infected with this 
strain seemed to be the main source of micrococcic 
infections. They disseminated large numbers of mi- 
crococci into the nursery environment, including the 
nursery air. Newly admitted infants were probably 
infected from older infants through the air, thus 
maintaining a continuous reservoir of infection. 

The authors believe that aseptic technique alone 
cannot prevent epidemics. They suggest changes in 
nursery design to prevent exposure of newborn in- 
fants to older ones. A large nursery could be divided 
by glass partition into separate rooms. Each room 
should be independently ventilated and provided 
with suitable washing facilities and each should ac- 
commodate only a few infants of the same age. 
These rooms would be filled in rotation and would 
be completely emptied after use by each group of 
infants (for example, every 5 days), with no transfer 
of infants from room to room. The chain of cross 
infection could thus be interrupted. 


Staphylococcal Infections in an Obstetric Unit: II. 
Epidemiologic Studies of Puerperal Mastitis. D. N. 
Wysham, M. E. Mulhern, G. C. Navarre and others. 
New England J. Med. 257:304-306 (Aug. 15) 1957 
[ Boston]. 


Infants may be a source of infection for mothers 
with puerperal mastitis or breast abscess caused by 
Micrococcus (Staphylococcus) pyogenes var. aureus. 
The authors observed 117 mothers during an epi- 
demic of micrococcic infection in a nursery. In 9 of 
these mothers breast abscesses or mastitis developed. 
None of them was carrying the epidemic strain 
micrococci at the time of admission to the hospital. 
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Breast infections occurred only in those who nursed 
their infants and whose infants were colonized by 
micrococci of an epidemic strain. The infants prob- 
ably acquire the micrococci in the nursery from 
other infants and may transmit them to the mothers 
during breast feeding. The micrococci are thus 
transmitted from the throats of infected infants 
through apparently normal nipples to the milk in the 
lactiferous ducts of their mothers. Fissures in the 
nipples did not appear necessary for such trans- 
mission to take place. Efforts to prevent maternal 
mastitis should not be limited to the care of the 
mother’s nipple but should extend to the nursery, 
where virulent organisms may be acquired by the 
infants. Mothers who nursed infants colonized by an 
epidemic strain of micrococci had nearly a 40% risk 
of contracting breast infection. Probably the breast 
milk of many of the remaining 60% of the mothers 
was colonized, but clinical disease did not appear. 
When breast infection developed, usually only 1 
breast was clinically infected, suggesting that ana- 
tomic factors may be of importance in host resist- 
ance. 


The Transplacental Transmission of Poliomyelitis. 
P. Barsky and A. J. Beale. J. Pediat. 51:207-211 
(Aug. ) 1957 [St. Louis]. 


Fifty-one women with acute poliomyelitis oc- 
curring during pregnancy were admitted to hospital 
in the course of a 5-month period. Meconium and 
cord blood from 6 infants born to these mothers 
were examined for poliomyelitis virus. Type 1 polio- 
myelitis virus was isolated from the meconium of 3 
of these infants, 2 of whom were removed by way of 
an abdominal incision during autopsy of the mother 
who had died of poliomyelitis and 1 of whom was 
delivered stillborn from a mother who survived. No 
virus was isolated from the cord blood of these 3 
infants. The 3 remaining infants were delivered 
spontaneously at term. These infants were alive and 
remained well. Two of the mothers recovered from 
their disease and 1 died after the delivery. No virus 
was isolated from meconium, stool specimens, and 
cord blood of these 3 infants. 

Since viremia has been shown to occur in polio- 
myelitis, transplacental infection seemed plausible. 
The findings of type 1 poliomyelitis virus in the 
meconium of the 3 stillborn infants of mothers with 
poliomyelitis would appear to be a clear demonstra- 
tion of intrauterine infection, since the possibility of 
contamination of the meconium with virus seems 
remote. Several cases were collected from the 
literature in which clearcut evidence for intrauterine 
poliomyelitis infection was presented by the isola- 
tion of type 1 poliomyelitis virus from placenta and 
fetus of a mother with this disease, by isolation of 
the virus from the central nervous systems of both 
mother and child, and by isolation of the virus from 
meconium and rectal swabs of the infant and from 
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the placental villi. These reports in the literature 
and the authors’ findings in 3 infants demonstrate 
that intrauterine infection with poliomyelitis does 
occur, and they add support to the concept that 
viremia is a feature of the pathogenesis of polio- 
myelitis. 


Stillbirth Due to Haemolytic Disease of the New- 
born. W. Walker, S. Murray and J. K. Russell. 
J. Obst. & Gynaec. Brit. Emp. 64:573-581 (Aug.) 
1957 [London]. 


During the last decade the mortality of hemo- 
lytic disease of the newborn in liveborn babies has 
fallen from 20% to little more than 2%, due to sero- 
logic prediction and the use of exchange trans- 
fusion. There has been no parallel fall in the inci- 
dence of stillbirth. The present communication re- 
views the circumstances under which stillbirth due 
to hemolytic disease has occurred and attempts to 
assess the potential preventive role of premature 
induction. Of 1,692 infants with hemolytic disease 
of the newborn recognized in Northumberland and 
Durham from 1948-1956, 16% were stillborn. As 
more than 95% of babies with hemolytic disease 
can be expected to survive if born alive spontane- 
ously near term, the only justification for premature 
induction is in an attempt to prevent a stillbirth. 
The great majority of infants with hemolytic dis- 
ease will be born alive except in those families 
where a preceding pregnancy has resulted in 
hydrops fetalis or a very severely affected baby. In 
these, premature induction is justified and indicated 
provided the father is homozygous D/D. Although 
about half the stillbirths occur before the 35th week 
of gestation, this is nonetheless the time of choice 
for most cases, although 32 weeks may be selected 
for exceptional cases (e. g., those preceded by 
multiple stillbirths). Premature induction provides 
only a small part of the answer to the problem of 
stillbirth in hemolytic disease, and the real hope 
lies in some means of preventing immunization or 
protecting the fetus from the action of antibodies 
once formed. 


The Repeat Caesarean Section: A Study of 616 
Cases from the Vancouver Area. W. F. Baldwin. 
Canad. M. A. J. 77:329-335 (Aug. 15) 1957 
[Toronto]. 


Of 1,874 cesarean sections performed in 5 Van- 
couver hospitals during a 10-year period which 
ended June 30, 1956, 616 were repeat operations. 
The survey period was divided into 2 5-year periods 
for statistical evidence of comparison and improve- 
ment. One hundred sixty-seven repeat cesarean sec- 
tions were performed before 1951, and 449 were per- 
formed since that year. Six hundred nineteen living 
infants were born to these 616 women. Two ma- 
ternal deaths occurred in the first 5 years and none 
during the second 5. The maternal loss in the first 
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group was 1.2% and in the whole group 0.32%. One 
death appeared to be due to bronchial aspiration in 
a pulmonary cripple and the other was probably 
due primarily to congestive failure. That both pa- 
tients underwent classic section with the aid of in- 
halation anesthesia possibly had some detrimental 
effect on the outcome. That no death has occurred 
in the second group may be attributed to good man- 
agement and good fortune. Fourteen of the 619 
infants failed to survive. The corrected infant loss 
fell from 2.35% before 1951 to 1.56% since that date, 
with an average loss of 1.60%. The leading causes of 
deaths in the infants were prematurity and/or hya- 
line membrane pneumonia with atelectasis. 

These results and those published by other 
workers suggest that the routine repeat cesarean 
section is a safe procedure for the mother and the 
infant when the pregnancy is of over 36 weeks’ 
duration. It is suggested that all patients with pre- 
vious cesarean section be evaluated for possible 
vaginal delivery and that if delivery appears im- 
minent before 36 weeks vaginal delivery be elected 
in the hope that the infant loss may be lowered. A 
plea is made for a more careful examination of the 
condition and maturity of the infant before the re- 
peat operation. 


Maternal-Fetal Relationships: Placental Transmis- 
sion of Poliomyelitis Antibodies in Newborn. G. J. 
Strean, M. M. Gelfand, V. Pavilanis and J. Stern- 
berg. Canad. M. A. J. 77:315-323 (Aug. 15) 1957 


[Toronto]. 


The titer of neutralizing poliomyelitis antibodies 
was studied in 14 pregnant women. These women 
were divided in 2 groups, one consisting of 6 women 
who were given Salk vaccine during pregnancy and 
the other consisting of 8 women who were studied 
at the moment of parturition, without any previous 
vaccination. Simultaneously, 6 nonpregnant adult 
women in the same range of age were given Salk 
vaccine under identical conditions. One cubic centi- 
meter of Salk vaccine was inoculated 3 times at in- 
tervals of 1 month. A sample of blood was taken 
before each injection for electrophoretic and immu- 
nological determinations. At the time of delivery, 2 
samples of blood were taken from the mother, one 
before delivery and another after expulsion of the 
placenta. The cord blood represented the fetal 
blood. Another blood sample was taken from mother 
and infant at various intervals after parturition. The 
pregnancies and the deliveries were uneventful, the 
mothers and the infants being in perfect health until 
the collection of the last blood sample. 

Vaccination of pregnant women with the Salk 
vaccine had no apparent deleterious effect on the 
course of pregnancy. Comparison between antibody 
production in pregnant and nonpregnant women 
showed that the antibody production in pregnant 
women did not differ significantly from that in non- 
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pregnant women. The persistence of antibodies was 
not influenced by parturition, the fall in neutraliza- 
tion titer being between 25 and 50% at 8 months 
after vaccination. The women with a high initial 
titer seemed to respond less to vaccination than 
those with an initially weak titer. The maternal neu- 
tralizing antibodies are transferred through the 
placenta. The rate of placental transfer of antibodies 
in vaccinated and in nonvaccinated women was ap- 
parently identical. The maternal level of antibodies 
does not seem to interfere with the mechanism of 
placental transfer, this being most probably an in- 
dependent process of selective permeability. Anti- 
bodies in high or in low initial titer will be filtered 
in the same manner. There is no difference in the 
transfer of the various types of antibodies tested. 
There is no significant quantitative relation between 
the level of fetal transferred antibodies and the 
amount of maternal circulating antibodies. How- 
ever, in some cases the titer of fetal antibodies is 
parallel to the level of transferred gamma globulin. 
The level of neutralizing antibodies in the newborn 
infant diminishes gradually, following roughly the 
shape of an exponential curve, similar to that of the 
excretion of a metabolite. This fact suggests that the 
neutralizing antibodies are excreted in the same 
manner as exogenous gamma globulin. The half-life 
of neutralizing antibodies in the infant’s blood has 
been estimated as about 50 to 55 days. 


PEDIATRICS 


Congenital Agammaglobulinemia: Case Report. 
G. E. Black. J. M. A. Georgia 46:380-382 (Aug.) 
1957 [Atlanta]. 


The child whose history is presented was born at 
term. He was first seen when 3 weeks old because 
of cramps and diarrhea. His formula was changed, 
and some improvement followed, but there were 
intermittent attacks of eczema and intestinal dis- 
turbances, and at the age of 1 year he began to 
have frequent infections. Seven months later agam- 
maglobulinemia was discovered with the aid of 
electrophoresis of the serum. He was then treated 
with intramuscular injections of 5 cc. of gamma 
globulin. At first these injections were given at 
monthly intervals, but later at intervals of 2 weeks. 
Since then the child has been relatively well. 

The author discusses various aspects of agam- 
maglobulinemia, giving particular attention to the 
increased susceptibility to bacterial infection and 
the absence of gamma globulin from the serum. 
The diagnosis of agammaglobulinemia should be 
considered in a young child who has frequent in- 
fections, and tests should be carried out to deter- 
mine the presence or absence of gamma globulin. 
The Kunkel’s turbidimetric method would show a 
zero or insignificant turbidity reading with agam- 
maglobulinemia. Determination of isoagglutinins 
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would be helpful by demonstrating absence of the 
reactions with the specific antiserum. Bone marrow 
smear can give a presumptive evidence of agam- 
maglobulinemia, since there is a complete absence 
of plasma cells in bone marrow of patients with 
this disease. One of the easiest and simplest test for 
checking on agammaglobulinemia is the perform- 
ance of a Schick test on a patient who has previous- 
ly received inoculations against diphtheria. A posi- 
tive Schick test should make one suspicious enough 
to do further studies. The final diagnosis of agam- 
maglobulinemia must be determined by electro- 
phoresis of the plasma or serum. 


Oxalosis. I. Simké. Ann. paediat. 189:1-25 (July) 
1957 (In English) [Basel, Switzerland]. 


The author reports a girl with oxalosis who was 
1 year and 5 months old when pus in the urine was 
detected. She died 3 years later. According to the 
literature, mainly boys are affected by this rare 
disease. A familial tendency could not be confirmed 
in the patient. Renal function tests indicated renal 
functional failure, poor concentration, and dilu- 
tion. An abdominal roentgenogram revealed several 
pea-sized shadows cast by some calcified substance 
in 2 areas on both sides of the spinal column at the 
level of the superior lumbar vertebrae. Cystoscopy 
and retrograde pyelography showed that the blad- 
der, ureters, and renal pelves were apparently 
normal and that the structures casting the shadows 
were located in the kidneys proper. Impaired renal 
excretion was revealed by poor filling of the urinary 
ducts with Ioduron, the morpholine salt of diiodized 
pyridone, a viscous, water-soluble contrast medium. 
The child was given the Allbright-Shohl mixture, 
consisting of 140 Gm. of citric acid and 98 Gm. of 
sodium citrate in 1 liter of distilled water, 5 tea- 
spoonsful daily, for several years. It was adminis- 
tered initially with hyaluronidase. The patient was 
placed on a low-protein, low-salt diet. Much milk 
and vitamins were given. The patient was benefited 
by this regimen, but the pathological process pro- 
gressed and renal rickets developed. A right ne- 
phrotomy was performed, and 12 pea-sized and nu- 
merous smaller calculi were removed from the renal 
substance and one from the pelvis. The patient's 
general condition improved. A fistula developed in 
the surgical wound, with constant oozing of urine. 
The child died 2 months after the operation. 

Sodium bicarbonate and ammonium chloride tol- 
erance tests were carried out to elucidate the mech- 
anism of the causation of the disease. An analysis of 
the results suggested that oxalosis starts with a 
lesion of the distal portion of the renal tubuli. The 
metabolic disorders probably develop secondarily 
to a presumably congenital distal tubular insuffi- 
ciency. The metabolic disorders are manifested by 
a diminution of ammonia synthesis, impaired acido- 
genesis, increased excretion of alkali, poor reab- 
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sorption of bicarbonates, and blood acidosis on the 
one hand, and by a precipitation (instead of oxida- 
tion or elimination) of oxalic acid in the form of 
calcium oxalate in the tissues but mainly in the 
kidneys (nephrocalcinosis) on the other. The neph- 
rocalcinosis increases the already existing impair- 
ment of renal function. The renal failure may cause 
secondary hyperparathyroidism which may lead to 
destruction of bones (rickets, osteitis fibrosa cystica). 
The therapeutic measures used so far have only a 
temporary effect. 


Influenza Myocarditis During Childhood. N. Miiller. 
Arch. Kinderh. 155:260-270 (No. 3) 1957 (In German) 
[Stuttgart, Germany]. 


The author presents observations on 6 children in 
whom symptoms of myocarditis appeared from 10 
to 30 days after an attack of influenza. This so- 
called influenza myocarditis began suddenly with 
loss of appetite, pallor, cyanosis of lips, and rest- 
lessness. Respiration and pulse were accelerated; 
the heart was enlarged, particularly the left side; 
and the electrocardiogram showed definite signs of 
myocardial damage, such as changes in the ST 
deflection, flattening and negativity of the T waves, 
and low voltage. The cardiac sounds were normal 
in all except 2 of the patients. Stasis in the lesser 
circulation was indicated by bronchitis and intensi- 
fied pulmonary outlines. There were also signs of 
stasis in the systemic circulation; the liver was al- 
ways enlarged, but there was no edema. Despite 
these rather severe disturbances in the general con- 
dition, the temperature remained normal after the 
influenza had subsided. With the exception of a 
mild leukocytosis, the blood picture remained large- 
ly normal; the sedimentation rate was never in- 
creased. 

With this symptomatology, the influenza myo- 
carditis could be mistaken for rheumatic pancar- 
ditis, glycogenosis of the heart, bronchopneumonia, 
or a congenital defect of the heart. The author 
discusses the differentiation of these disorders from 
influenzal myocarditis. The clinical picture of in- 
fluenzal myocarditis is dominated by extreme rest- 
lessness, and there is increasing decompensation. 
Treatment should therefore aim at tranquillization 
and the combat of cardiac insufficiency. The author 
used chlorpromazine, a low-salt diet, strophanthin 
intravenously, and later lanatoside orally, and also 
alternately sympatol and metrazol. 


Childhood Bronchiectasis. J. Swierenga. Dis. Chest 
32:154-161 (Aug.) 1957 [Chicago]. 


Of a total of 1,100 cases of bronchiectasis ob- 
served at a hospital in Utrecht, Holland, from 1943 
to 1955, 221 involved children up to 16 years of 
age. The author differentiates 2 types of bronchiec- 
tasis: (1) that due to obvious causes, and (2) that in 
which no cause can be determined. The first group 
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includes bronchial dilatations in bronchostenotic 
and fibrotic pulmonary processes. The author ap- 
plies the term “simple” bronchiectasis to the form 
in which the cause is not obvious. He believes that 
virus infections of the lungs may be an important 
factor in the genesis of so-called simple bronchiec- 
tasis. This opinion is chiefly based on the remark- 
able similarity in regard to localization, while in 
some cases bronchiectasis was actually found in 
places where virus pneumonia had been diagnosed. 
Much bronchiectasis was formerly believed to be 
congenital (Sauerbruch), but this opinion has been 
discarded. Some cases of simple bronchiectasis are 
associated with congenital weakness of the respira- 
tory mucous membrane. An example is the clinical 
picture called the Kartagener triad, in which bilat- 
eral bronchiectasis and nasal polyposis together 
with sinusitis are frequently found in addition to 
situs inversus. 

In some of the patients observed by the author, 
weakness of the larger bronchi was observed, in 
that cartilage was absent where it occurs normally. 
Of the 221 children reviewed 176 were treated sur- 
gically. Phneumonectomy was done in 30, lobectomy 
in 53, segmental resection in 24, and lobectomy 
plus segmental resection in 69. The surgical mor- 
tality was 2.3%. The results obtained could be con- 
sidered good in 90% of the patients and poor in 4%. 
Surgical treatment should be seriously considered 
if the disease is found to be irreversible after a suffi- 
ciently long observation period and if there are 
obvious clinical complaints. 


The Evaluation of Cord-Blood Hemoglobin, Reticu- 
locyte Percentage and Maternal Antiglobulin Titer 
in the Prognosis of Hemolytic Disease of the New- 
born (Erythroblastosis Fetalis). G. A. Kelsall, G. H. 
Vos, R. L. Kirk and J. W. Shield. Pediatrics 20:221- 
233 (Aug.) 1957 [Springfield, I1.]. 


An unselected series of 128 pregnant women in 
whom Rh antibodies were detected has been studied 
to evaluate the prognostic significance of values for 
cord-blood hemoglobin, reticulocyte percentage, 
and maternal antibody titer at term. There were 24 
Rh-negative infants, 35 stillborn mostly severely 
macerated infants, and 159 live born Rh-positive in- 
fants. Of the 159 Rh-positive live born infants, 32 
were left untreated. Five of these died subsequently; 
4 were already moribund at birth and died before 
exchange transfusion therapy could be given. In the 
5th case the mother refused to allow the transfusion 
to be made. The remaining infants were exchange- 
transfused within the first few hours after birth; 113 
were alive and well at least 1 month later. It is 
shown that the over-all chance of an immunized 
Rh-negative mother having an Rh-positive child that 
will survive for at least a month is 72%. The chance 
of having a surviving Rh-positive child is 97% if the 
indirect antiglobulin titer of the maternal serum at 














Vol. 165, No. 13 


term is 1:128 or less. But the chance falls to 79% for 
indirect antiglobulin titers from 1:256 to 1:1,024 and 
to 35% when the maternal indirect antiglobulin titer 
at term is higher than 1:1,024. Values for cord-blood 
hemoglobin and reticulocyte percentage are both 
better prognostic indexes of the chance of survival 
of live born Rh-positive infants than the antibody 
titer of the maternal serum at term. Titration values 
of the maternal serum have the distinct advantage 
that they can be determined before birth and so 
give guidance in the management of the case. The 
indirect antiglobulin technique for titrating anti- 
bodies in the maternal serum is more sensitive than 
the plasma-albumin method and achieves a more 
clear-cut separation between mild and severe cases. 
Prognosis based on a combination of either maternal 
antibody titer with values for cord-blood hemo- 
globin or reticulocyte percentage, once the child is 
born, is more accurate than one based on maternal 
antibody titer alone. 


Congenital Absence of the Spleen. J. W. Murphy 
and W. A. Mitchell. Pediatrics 20:253-256 (Aug.) 
1957 [Springfield, I].]. 


Congenital absence of the spleen was seen in a 
15-month-old Negro female infant. Her condition 
was uncomplicated by other congenital abnormal- 
ities. The infant had a course marked by lack of 
resistance to infection and leukocyte counts so high 
as to simulate leukemia. The baby died with pneu- 
monia and Waterhouse-Friderichsen syndrome. In 
most of the other reported patients splenic agenesis 
was associated with congenital cardiac anomalies, 
partial situs inversus, accessory lobe of the left 
lung, and abnormal mesenteric attachments. These 
anomalies probably arise from factors affecting the 
fetus at the 5-week stage of development. Some 
patients have hematological findings similar to post- 
splenectomy patients. The case reported is the 11th 
in which splenic agenesis was the only congenital 
abnormality. 


Hereditary Renal Disease Associated with Nerve 
Deafness and Ocular Lesions. R. B. Goldbloom, 
F. C. Fraser, D. Waugh and others. Pediatrics 20: 
241-252 (Aug.) 1957 [Springfield, IIl.]. 


An unusual progressive type of renal disease as- 
sociated with perceptive deafness and sometimes 
with ocular lesions is reported on. A family was 
studied in which this syndrome appeared. The 
mother has a mild degree of involvement and the 
father none at all, whereas their 3 sons have had a 
severe degree of renal damage. Two died of uremia 
at the ages of 5 and 10 years, respectively, and in the 
other there is evidence of considerable renal im- 
pairment at the age of 18 years. Two boys were 
tested audiometrically and shown to have bilateral 
nerve deafness. The one surviving boy has an un- 
usual abnormality of the ocular lens. A total of 10 
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apparently unrelated families are known to have 
been affected by this syndrome. In all these fam- 
ilies males appeared more severely affected than 
females. The histological appearance of the terminal 
renal lesion is usually that of a chronic interstitial 
pyelonephritis. The multiple organ involvement and 
hereditary nature of the syndrome suggest either 
the possibility of a hereditary disease in which 
the genetic effect is exerted at a specific stage of 
embryologic development in order to affect renal, 
auditory, and, in some instances, ocular structures 
in a particular manner or the presence of an inherited 
enzymatic defect. Such a defect might lead to a 
diminished capacity of the kidneys to deal with 
and overcome an infection. The factors involved 
must be local, since in none of the cases has there 
been any indication of generalized susceptibility 
to infection. 


The Variability in Manifestations of Untreated Pa- 
tients with Phenylketonuria (Phenylpyruvic Aci- 
duria). R. S. Paine. Pediatrics 20:293-302 (Aug.) 1957 
[Springfield, Il.]. 


A total of 106 patients with phenylketonuria was 
surveyed. There were 78 patients of low grade and 
28 of middle or high grade mental status. A slight 
excess of females as compared to males was seen 
in both groups. Data as to the ages at which pa- 
tients achieved the ability to sit unsupported, to 
walk independently, and to say recognizable words 
were uncertain as to reliability. The mean age of 
sitting was between 12 and 15 months, of walking 
around 2% years, and of talking between 3 and 4 
years. Three patients who were formerly able to 
walk independently can no longer do so, and 5 who 
formerly spoke are now mute. Of the patients 
studied, 19% had had eczema, which persisted into 
adolescence or adulthood. A history of seizures was 
found in 26% of the patients. Epilepsy was more 
common in the most severely retarded patients and 
frequently ceased with advancing age. Electroen- 
cephalograms were abnormal in 79% of patients for 
whom tracings were available. The majority of the 
patients had blue eyes and blond hair, but there 
was a tendency to darkening of the hair with age. 
This fact should be used with caution in the evalua- 
tion of any treatment. Various neurological mani- 
festations were present, such as unusual hand 
posturing, tremor, hyperreflexia, clonus, and spas- 
ticity. The distribution of intelligence quotients in 
the patients appeared to follow a continuous curve 
and to include a small number of persons with 
borderline normal and higher intelligence. The 
effect of therapy can be adequately evaluated only 
by comparing changes in a number of treated pa- 
tients with phenylketonuria with changes in com- 
parable control patients, selected on the basis of 
intelligence, age, physical accomplishments, and 
status with respect to hair color, eczema, convulsive 
seizures, and electroencephalographic findings. 
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INDUSTRIAL MEDICINE 


Cancer of the Lung in Gwanda. H. S. Osburn. Cen- 
tral African J. Med. 3:215-223 (June) 1957 [Salis- 
bury, Southern Rhodesia]. 


Twenty-two Africans with carcinoma of the lung 
were admitted to Gwanda Hospital in Southern 
Rhodesia from 1948 to mid-1956. In 20 of these 
patients the diagnosis was corroborated at autopsy, 
in 1 by x-ray and biopsy of a supraclavicular lymph 
node, and in 1 by clinical features and x-ray find- 
ings. A review of the autopsy statistics at Gwanda 
Hospital showed that carcinoma of the bronchus 
was nearly 3 times as frequent during the 6-year 
period as either of the 2 next most frequent cancers 
—cancer of the prostate and primary cancer of the 
liver. Its autopsy incidence was more than double 
the figure for Europeans in Johannesburg. The in- 
cidence of cancer of the lung in Gwanda district is 
only slightly less than that in males in the United 
States in 1950; in the smaller group of Africans, the 
incidence is 3 times that in males in the United 
States. Nineteen of the 22 African patients with 
lung cancer had worked at some time in mines or 
were at present employed there, and the inference 
is that the cancer is an occupational disease asso- 
ciated with mining. The most likely specific cause 
is thought to be arsenic, which occurs in large 
quantities as arsenopyrite in the gold-bearing ores 
of the Gwanda gold belt. Tobacco smoking possibly 
plays a subsidiary role as a summation factor; all 
11 lung cancer patients from Gwanda, who were 
questioned regarding it, smoked. The history of a 
patient seen after June, 1956, who had hyperkera- 
toses of hands and feet and a pigmented rash on 
the trunk, and who did not smoke, is also reported. 


Radiohumeral Bursitis—Is It Traumatic? Analysis 
and Report of 314 Cases. N. W. Paul. Indust. Med. 
26:383-390 (Aug.) 1957 [Chicago]. 


This report is based on the records of 314 pa- 
tients with so-called tennis elbow seen in the Cali- 
fornia Division of Lockheed Aircraft Corporation 
between 1943 and 1955. No occupational relation- 
ship could be detected, as the patients included 
secretaries, planning engineers, structural assem- 
blers, storekeepers, department managers, and time- 
keepers. The disorder showed no causal associa- 
tion to the degree of usage of the arm, and many 
of the patients gave no history of injury. The author 
believes that use of all of the synonyms for this 
condition should be discontinued, particularly those 
that imply a traumatic cause such as tennis, golf, 
or bowling, and that the condition be designated 
as radiohumeral bursitis, since the tenderness is 
localized over the radiohumeral bursa. 

Evidence is presented that the primary cause is a 
metabolic disturbance in the radiohumeral bursa 
brought on by either dietary, nervous, or hormonal 





J.A.M.A., Nov. 30, 1957 


disturbances. Radiohumeral bursitis is one of the 
rheumatic diseases and should be classed with 
rheumatoid arthritis, osteoarthritis, gout, and bursal 
and tendon conditions of the shoulder and other 
sites. This condition is most commonly found in 
the 4th to 5th decade, as is typical also of the above 
conditions. Trauma may be a cause of epicondylitis, 
but not of radiohumeral bursitis. The sole effect of 
trauma on this form of bursitis is irritative, through 
the pressure periodically applied by moving ten- 
dons or other connective tissue structures against an 
already inflamed bursa. For treatment the author 
recommends skeletal support by means of a metal- 
reinforced cock-up splint with leather-laced cuff, 
which is worn continuously day and night. No 
physiotherapy or injections of any kind should be 
employed, but the diet should be changed to an 
antipurine, antigout regimen. Emotional tension as 
well as all stimulants to the nervous system, such 
as tobacco or coffee, should be avoided. To prevent 
recurrence, this regimen should be continued after 
the symptoms have subsided. 


Calcium Versenate in Lead Poisoning. J. Meyers 
and C. K. V. van Dommelen. Nederl. tijdschr. 
geneesk. 101:1252-1254 (July 6) 1957 (In Dutch) 
[Haarlem, Netherlands]. 


Calcium versenate has been widely accepted as 
the most effective drug for the treatment of lead 
poisoning, but opinions are still divided about the 
dosage. Some recommend intravenous injection of 
0.6 Gm. of calcium versenate in 10 ml. of water on 
3 successive days, and others give 3 Gm. of the drug 
in 500 ml. of water by intravenous infusion daily 
for 3 days. The authors used these doses alternately 
in a 49-year-old man in whom lead poisoning de- 
veloped while working in a factory producing stor- 
age batteries. They found that intravenous infusion 
of 3 Gm. of calcium versenate repeatedly induced 
more copious urinary excretion of lead than did the 
intravenous injection of 0.6 Gm. Therefore, they 
recommend that the larger dose be used in the 
treatment of lead poisoning. 


Ornithosis-Psittacosis in Wisconsin: A Preliminary 
Report of a Human Outbreak Transmitted from 
Turkeys. R. E. Graber. Wisconsin M. J. 56:341-342 
(Aug.) 1957 [Madison]. 


An outbreak of ornithosis occurred among 250 
employees of a Wisconsin turkey-processing plant 
between Aug. 15, 1956, and Dec. 28, 1956. Ten 
serologically confirmed cases were observed. The 
following criteria are regarded as acceptable for 
diagnosis: (1) a plausible epidemiologic source of 
infection, (2) a history of recent illness with symp- 
toms and findings characteristic of viral respiratory 
or systemic infection, and (3) a fourfold rise in psit- 
tacosis complement fixation antibody titer in paired 
specimens, or else observation of one or more titers 
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of 1:32 or greater subsequent to the 10th day after 
onset of characteristic illness. The dates of onset 
in the 10 patients were at irregular intervals be- 
tween Aug. 15 and Dec. 2, indicating that plant 
employees were subjected to multiple exposures. 

It is likely that some cases escaped detection and 
that an indeterminate number of clinically unap- 
parent infections occurred. There is substantial 
evidence that the disease was transmitted from in- 
fected turkeys to man in the process of handling 
and by aerosol transmission. The possibility of a 
psittacotic source of infection should always be 
considered in patients exhibiting the syndrome of 
atypical pneumonia. Blood specimens taken in the 
acute and convalescent stages should be tested for 
complement fixation antibodies. This often requires 
follow-up procedures after the apparent recovery. 
Efforts should be made to ascertain the disease in 
turkeys, and these investigations should be co- 
ordinated with observations on human contacts 
with diseased birds. 


THERAPEUTICS 


Effect of Rauwolfia Serpentina and Reserpine on 
the Blood Pressure in Essential Hypertension: A 
Long-term Double-Blind Study. M. B. Sheldon and 
J. H. Kotte. Circulation 16:200-206 (Aug.) 1957 
[New York]. 


Observations were made on 28 patients with 
essential hypertension, seen weekly or biweekly 
over a 2-year period ending in August, 1954. Eight- 
een patients furnished sufficient data to allow ade- 
quate evaluation. Of these 18, 17 were Negroes and 
13 were women. Their ages ranged from 40 to 56 
years. No patient was studied in whom the blood 
pressure had not remained stable for 4 to 6 con- 
secutive weeks. The optic fundi were grade 2 in 15 
and grade 3 in 3 patients. Seven patients had con- 
gestive heart failure controlled by appropriate 
treatment, 4 had previous cerebral thrombosis or 
hypertensive encephalopathy, and 2 had urinary 
tract infection in the past associated with some im- 
pairment of renal function. Primary renal hyper- 
tension could not be ruled out in these 2 patients. 
A marked systolic blood pressure-lowering effect 
was observed in 7 patients treated with Rauwolfia 
serpentina and its derivatives and a diastolic pres- 
sure—lowering effect in 10. A statistically significant 
lowering of systolic and diastolic blood pressure by 
placebo was found in 2 and 4 patients, respectively, 
when compared to no medication. Individual blood 
pressure readings were variable during the period 
and were unrelated to the duration of administra- 
tion of the drug. The placebo periods revealed a 
similar variability of individual blood pressure 
readings unrelated to time. In no case was there 
any serious untoward reaction. Bradycardia was 
usually present. No gastroenteric symptoms could 
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be attributed to the therapy. No severe mood 
changes were noted. There were no significant 
changes in the optic fundi. No instances of weight 
gain, edema, or precipitation of congestive heart 
failure were observed, which sometimes occur with 
dosage in excess of that used in the present study. 
Rauwolfia serpentina and its derivatives should be 
tested for pharmacological effectiveness by the 
double-blind technique over a long period to neu- 
tralize, as far as possible, transient or intermittent 
emotional problems, before conclusions are drawn 
concerning its mode of blood pressure reduction. 


A Trial of Penicillin V: Response of Penicillin- 
Resistant Staphylococcal Infections to Penicillin. 
J. I. Burn, M. P. Curwen, R. G. Huntsman and 
R. A. Shooter. Brit. M. J. 2:193-196 (July 27) 1957 
[London]. 


The authors treated 346 patients with septic 
lesions in an outpatient department by injection 
and by penicillin V taken orally in alternate periods 
of 6 weeks. Patients treated by injection received a 
single daily dose of 1 ml. of “abbocillin 800 M,” 
which contained 600,000 units of procaine penicillin 
and 200,000 units of crystalline penicillin G. Those 
given penicillin V swallowed 2 capsules, each con- 
taining 125 mg. of the drug, before each of the 3 
main meals of the day. Ten patients were treated 
for more than 5 days, 218 for 5 days, and 82 for 
less than 5 days; 28 did not complete treatment, 
and 8 failed to respond to penicillin and were 
treated with oxytetracycline. The authors suggest 
that patients with micrococcic (staphylococcic ) sep- 
sis treated with oral penicillin V respond almost as 
well as those treated with penicillin by injection. 
Infections due to penicillin-resistant micrococci 
have apparently responded as well to treatment 
with penicillin as infections due to sensitive micro- 
cocci. In severe illness the prescription of penicillin 
by injection means that the patient receives the 
drug with certainty; injection, however, takes time, 
and the cost of washing and replacing syringes is 
appreciable. For conditions treated in the outpa- 
tient department, it seems that penicillin V can be 
relied on to work as efficiently, with a saving of 
time and money. 


Trypsin in the Treatment of the Thrombotic Syn- 
dromes. R. Bernardi, G. Vergani and A. Gaido. 
Minerva med. 48:2377-2383 (July 11) 1957 (In 
Italian) [Turin, Italy]. 


Trypsin in an oil suspension was given intramus- 
cularly to some patients with thrombophlebitis and 
later to other patients with thrombotic syndromes. 
The patients were 18 to 82 years of age, both male 
and female. The drug was given in doses of 5 to 
10 mg. per day; total dose of from 25 to 250 mg. 
was given in from 5 to 30 days. Some patients were 
subjected to repeated courses of treatment. Toler- 
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ance was good. The only side-effects were general 
indisposition and headache in 2 patients and diffuse 
cutaneous manifestations in one. Some patients 
presented wheals in the area in to which the drug 
was injected. None of the patients reacted to a 
previous treatment. Antibiotics were combined with 
trypsin in some patients; half of the patients re- 
ceived also anticoagulant therapy. No serious local 
hemorrhage was observed. The drug had an im- 
mediate and beneficial effect in patients with acute 
thrombophlebitis in a group of 21 patients; only 2 
derived no benefit from it. Good results were ob- 
tained in 2 pregnant women, one in the 3rd and the 
other in the 4th month of gestation, who received 
trypsin combined with heparin. 

Gradual but late diminution of the edema, of the 
pain, and of the cutaneous manifestations were ob- 
served in 29 patients with chronic thrombophlebitis. 
Protracted therapy with large doses of trypsin 
caused a gradual alteration of the symptoms and 
resulted in an almost complete clinical recovery in 
a 30-year-old woman with severe migrating recur- 
rent phlebitis of the lower limbs. Suspension of 
trypsin therapy was followed by a relapse, which 
subsided as soon as the therapy was restored. Re- 
lapses were frequent in patients with chronic throm- 
bophlebitis. Continuation of the therapy with a 
maintenance dose of 1 cc. of trypsin every 2 or 3 
days was beneficial and prevented relapses in some 
patients. Good results were obtained in patients 
with chronic obliterating arteriopathy. Eight of 14 
patients with retinal thrombosis derived no benefit 
from the treatment; improvement of the vision 
combined with modification in the picture of the 
fundus oculi occurred in 5 patients; whether the 
subjective improvement obtained in these patients 
was caused by the therapy or by a spontaneous 
evolution of the process was hard to establish; total 
return of the vision was obtained in a patient with 
thrombosis of the central vein who received early 
treatment. Very good results were obtained in 4 
patients with hemorrhage of the eye. 


Gastric Hemorrhage Due to Salicylic Acid. L. Mel- 
lemgaard. Ugesk. lager 119:925-928 (July 18) 1957 
(In Danish) [Copenhagen]. 


On the basis of the literature concerning gastric 
hemorrhage due to salicylic acid and study of the 
case reports on 124 patients, seen from 1951 to 
1955, with hemorrhage from the gastrointestinal 
tract, in whom roentgen examination, gastroscopy, 
or autopsy failed to reveal any cause for the hemor- 
rhage, together with 6 recent cases of gastric 
hemorrhage ascribed to acetylsalicylic acid, the 
author concludes that bleeding due to salicyl prepa- 
rations seems to be a factor to be reckoned with in 
the clinic. Hemorrhage from the upper part of the 
gastrointestinal tract provoked by salicylic acid 
occurs so often that it should be borne in mind in 
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cases of manifest gastrointestinal hemorrhage, 
anemia, and occult bleeding without demonstrable 
cause, in cases of recurrent anemia, or of chronic 
joint diseases with anemia. The mechanism in 
hemorrhage due to salicylic acid is not clear. 


Hemodialysis in Acute Acetylsalicylic Acid Intoxi- 
cation. O. Z. Dalgard and A. C. Thomsen. Ugesk. 
leger 119:928-930 (July 18) 1957 (In Danish) 
[Copenhagen]. 


The classic symptoms of acute salicylic acid in- 
toxication and renal insufficiency developed in a 
man, aged 41, who had taken 150 Gm. of salicylic 
acid with suicidal intent. On hemodialysis, believed 
to have been lifesaving, the serum salicylic acid 
concentration was reduced from 51 to 24.8 mg. per 
100 cc. and the renal function rapidly returned to 
normal. Early hemodialysis is strongly recom- 
mended in cases of grave intoxication with salicylic 
acid combinations. 


The Effective Use of Piperazine for the Treatment 
of Human Helminthiasis. C. Schwartzwelder, J. H. 
Miller and R. W. Sappenfield. Gastroenterology 
33:87-96 (July) 1957 [Baltimore]. 


The authors present the results of their studies 
with piperazine salts in the treatment of patients 
with enterobiasis, uncomplicated intestinal ascaria- 
sis, and partial intestinal obstruction due to Ascaris 
lumbricoides. Three regimens were employed in the 
treatment of 82 patients with enterobiasis. It was 
found that a short schedule (6 days) was as effec- 
tive as a long regimen (14 days) for the treatment 
of patients with Enterobius vermicularis infections. 
An effective, short, economical treatment schedule 
for enterobiasis is 30 mg. (hexahydrate equivalent) 
of piperazine citrate (Syrup of Antepar) per pound 
of body weight, with a maximum of 2 Gm. (20 ce. 
of syrup) given in single daily doses for 6 consecu- 
tive days. In the treatment of patients with ascaria- 
sis, piperazine citrate, piperazine adipate, and 
piperazine phosphate were tried. There was no 
difference in the efficacy of the citrate, adipate, or 
phosphate of piperazine for the elimination of 
ascarids. An effective schedule for the treatment of 
patients with ascariasis is as follows: an initial dose 
of 70 mg. (hexahydrate equivalent) of piperazine 
citrate per pound of body weight, with a maximum 
of 3 Gm. (30 cc. of syrup); the same treatment is 
repeated with a single dose one week later. No 
fasting or purgation is required. The worms are 
passed alive, nonmotile, and intact after treatment. 

No significant untoward reactions to piperazine 
citrate were observed in over 150 patients treated 
with this anthelmintic in the doses mentioned. Side- 
reactions in the form of abdominal cramps, nausea, 
and diarrhea occurred occasionally. Piperazine ci- 
trate proved valuable also in the treatment of 7 
children with partial intestinal obstruction due to 
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A. lumbricoides. Other measures employed in the 
conservative treatment of partial intestinal obstruc- 
tion due to ascariasis are the parenteral administra- 
tion of fluids, abdominal decompression to relieve 
distension and vomiting, and the use of enemas of 
isotonic solution of sodium chloride. The piperazine 
citrate is given by intubation. These conservative 
measures may obviate the need of operation in this 
complication of ascariasis. 


Acute Respiratory Illness in Volunteers Following 
Intramuscular Administration of Live Adenovirus. 
M. R. Hilleman, R. E. Hodges, M. S. Warfield and 
S. A. Anderson. J. Clin. Invest. 36:1072-1080 (July) 
1957 [New York]. 


Earlier investigations on the pathogenecity of the 
adenoviruses revealed that neutralizing and comple- 
ment-fixing antibodies develop without significant 
illness in subjects who had received the virus 
(grown in tissue culture) by respiratory, intradermal, 
or intramuscular routes. This induced the authors 
to attempt to develop a live virus vaccine for the 
immunization of human beings with use of types 
4 and 7 adenovirus grown in tissue cultures of 
monkey kidney. When it was found, however, that 
monkey kidney cultures may contain “wild” viruses 
of unknown pathogenicity for man, the idea of 
using such untreated monkey kidney material in 
volunteers was abandoned and a formalin-killed 
vaccine was prepared instead. The killed vaccine 
proved highly effective in preventing acute respira- 
tory illnesses caused by adenoviruses in newly in- 
ducted soldiers. 

Attempts to produce a live virus vaccine were 
continued with types 3, 4, and 7 adenovirus pro- 
duced in tissue cultures of human embryo intestine 
which had been propagated serially in vitro. Con- 
trary to expectations, however, an acute respiratory 
ilmess developed in human volunteers, who had 
been inoculated intramuscularly with this trivalent 
live virus. The illness began 2 or 3 days after the 
inoculation and lasted for 4 or 5 days. It was char- 
acterized by fever and inflammation of the mucous 
membranes of the eyes, ears, nose and throat, with 
hyperplasia of the submucosal lymphatic tissue of 
the conjunctivas and pharynx and hypertrophy of 
the cervical lymph nodes. The disease resembled 
the naturally occurring “febrile catarrh” with con- 
junctivitis, or “pharyngoconjunctival fever.” Three 
volunteers experienced a febrile toxic reaction sev- 
eral hours after inoculation of virus. All volunteers, 
except 1 who had previously received killed virus 
vaccine, showed a marked increase in neutralizing 
and in complement-fixing antibodies against all 3 
types of virus. The antibody titers were diminished, 
on the average, threefold to sixfold by the end of 
the 6-to-8-month observation period. It is believed 
that appropriate reduction in the amount of virus 
given might have stimulated antibody formation 
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without causing significant clinical illness. The high 
degree of effectiveness of the killed monkey kidney 
vaccine and the theoretical objections to the use in 
man of virus grown in serially propagated cells of 
human origin led the authors to delay further tests 
of the human intestine preparation in man. 


A Controlled Study of Prednisone, Aspirin and a 
Placebo in Degenerative Joint Disease. G. T. Wil- 
liams and G. E. Welch. South. M. J. 50:1063-1064 
(Aug.) 1957 [Birmingham, Ala.]. 


Twenty-nine patients with moderate or severe 
degenerative joint disease were accepted for this 
study. In 14 of these symptoms were confined to 
the knees, in 4 to the spine, and in the remaining 11 
to various combinations of knees, spine, hands, and 
hips. The double-blind method was used, and 
78.2% of the patients had a satisfactory response to 
prednisone, 65.2% to aspirin, and 40% to placebo. 
Aspirin has long been the drug of choice, having 
stood the test of time; it possesses the merits of low 
toxicity and low cost, which enable it to be given 
indefinitely if necessary. Prednisone’s mechanism of 
action in relieving the symptoms of degenerative 
joint disease is not well understood. Further studies 
along this line will be helpful in elucidating the 
mechanism of pain in osteoarthritis. It is difficult 
to explain why some patients with osteoarthritis 
have very severe pain while others with similar 
anatomic changes have little or no discomfort. No 
serious side-effects were noted during the 4 weeks 
of administration of prednisone. The occurrence of 
complications such as peptic ulcer, osteoporosis, 
moon-face, and hypertension preclude the long- 
term use of the drug. 


PATHOLOGY 


Leptomeningitis Due to Sporotrichum Schenckii. 
E. H. Shoemaker, H. D. Bennett, W. S. Fields and 
others. A. M. A. Arch. Path. 64:222-227 (Aug.) 1957 
[Chicago]. 


The clinical history and findings at autopsy in a 
57-year-old patient with leptomeningitis due to 
Sporotrichum schenckii are presented. The organ- 
ism isolated from the cerebrospinal fluid of this 
patient on 3 different occasions had the morphologic 
and cultural characteristics of $. schenckii and was 
identified as such. A subculture of the organism 
was submitted to the National Institutes of Health, 
where the identification was corroborated. The or- 
ganism was also demonstrated in the granulo- 
matous lesions of the leptomeninx. A patient pre- 
viously reported by other authors manifested skin 
lesions, whereas in this patient only the central 
nervous system was involved. Isolation and identifi- 
cation as the causative agent of leptomeningitis in 
man was thus established for the first time. 
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Marfan’s Syndrome, with Unusual Blood Vessel 
Manifestations. M. G. Austin and R. F. Schaefer. 
A. M. A. Arch. Path. 64:205-209 (Aug.) 1957 [Chi- 
cago]. 


A 25-year-old man of above average intelligence 
was admitted to hospital in a maniacal state. His 
extremities were abnormally long, and there was 
marked hypermobility of the joints. The skin had 
increased elasticity, and the right upper extremity 
was cooler than the left. Kyphoscoliosis was pres- 
ent. The eyes revealed marked keratoconus. Car- 
diovascular examination revealed absence of pulse 
in the right radial, brachial, and carotid arteries. The 
blood pressure was 140/60 mm. Hg on the left and 
0/0 on the right. The pulse rate was 80 per minute 
and irregular. Chest x-ray revealed only minimal 
cardiac enlargement with no significant aortic dila- 
tation. The family history was negative for stigmata 
of Marfan’s syndrome. The treatment was mainly 
symptomatic. The patient died 3 days after admis- 
sion. Autopsy revealed primary aneurysmal dilata- 
tion, dissection, and occlusion of the carotid artery 
with subsequent encephalomalacia. The typical 
manifestations of Marfan’s syndrome include medi- 
onecrosis, dissecting aneurysms of the aorta with 
cardiomegaly, and fibromyxomatous changes, par- 
ticularly of the mitral valve. It is assumed that the 
medionecrosis of the aorta is a congenital defect 
associated with congenital heart disease. The infre- 
quent findings of aneurysm of coronary, carotid, 
and pulmonary arteries, although all related to 
primary aortic aneurysm and dissection, suggested 
the possibility that Marfan’s syndrome was actually 
a diffuse disease of connective tissue, rather than 
limited to the heart. Primary defects of the nutrient 
vessels may play a role in the pathogenesis. In 
agreement with this concept, the findings in the 
reported case reveal for the first time marked 
medionecrosis, aneurysmal dilatation, and dissec- 
tion of a vessel that was not a direct result of dis- 
section of the aorta. 


Poliomyelitis Myocarditis. G. Marinesco, I. Turco, 
I. Friedmann and others. Minerva med. 48:2165- 
2168 (June 20) 1957 (In Italian) [Turin, Italy]. 


The authors report on 62 fatal cases of polio- 
myelitis. Five patients were less than 6 months old; 
10, 6 to 12 months old; 23, 1 to 3 years old; 10, 3 to 
7 years old; 5, 7 to 14 years old; 4, 14 to 21 years 
old; and 5, more than 21 years old. Most patients 
died within the first week of admission to the hos- 
pital, at the onset of the disease or soon after the 
appearance of the paralysis. Fifty-two patients died 
of ascending poliomyelitis the others of polioen- 
cephalitis. Examination revealed normal heart di- 
mensions in most patients; 1 patient presented 
hypertrophy of the left ventricle, another hyper- 
trophy of the left ventricle and dilatation, and a 
third patient a dilatation of both ventricles. Micro- 
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scopic examination in 32 patients revealed typical 
acute myocarditis in 15. A mild stasis and a mild 
perivascular or interstitial edema were observed in 
most of these. Six patients presented a marked stasis 
with perivascular hemorrhage or capillary throm- 
bosis. Thirteen patients presented cellular infiltra- 
tions with lymphocytes, histiocytes, plasmocytes, 
fibroblasts, and some polymorphonuclear cells; the 
other 2 patients presented infiltration mostly with 
polymorphonuclear cells. The _ infiltrates, pro- 
nounced in 7 patients and moderate in 8, occupied 
mainly the perivascular spaces and were intense in 
the muscle tissue under the pericardium. 

The pericardium was not affected as often as the 
myocardium. Some patients presented stasis and 
pronounced interstitial edema of pericardial tissues; 
infiltrates similar to those present in the myocardium 
were not always present. Diffuse or perivascular 
cellular reaction involved the most superficial mus- 
cular stratum. The endocardium was least affected. 
The authors believe that a prolonged course of 
poliomyelitis in patients over 14 years of age was 
responsible for the more extensive and more severe 
histological lesions. Cardiac symptoms occurred in 
some patients after the appearance of respiratory 
symptoms caused by the severe paralysis. Cardiac 
insufficiency was the decisive cause of death in at 
least 3 of the 62 patients. 


Some Observations of the Spread of Lung Cancer 
in the Body. W. I. B. Onuigbo. Brit. J. Cancer 11: 
175-180 (June) 1957 [London]. 


Lung cancer metastases to the adrenals are com- 
mon. Since a distant viscus such as the adrenal is 
currently thought to be invaded via the blood 
stream, the higher incidence of adrenal metastases 
(around 33%) as compared with renal (about 20%) 
seems contradictory when account is taken of the 
relative weights and total blood supply of the 2 
organs. This report is based on autopsy studies 
carried out on 1,000 patients with lung cancer, in 
100 of whom the pattern of lymph node metastasis 
was analyzed. It was found that adrenal and lymph 
node metastases follow a similar pattern. In uni- 
lateral invasion, metastases are significantly ipsi- 
lateral; in bilateral metastasis, ipsilateral deposits 
tend to be larger than contralateral ones. Evidence 
is adduced to show that lung cancer spreads to the 
adrenals mainly by way of the lymphatics. 


Adenolymphomas of the Parotid Region. S. J. 
Viikari. Ann. chir. et. gynaec. Fenniae 46:63-73 
(No. 1) 1957 (In English) [Helsinki, Finland]. 


Adenolymphomas are considered a_ separate 
group among the tumors of the parotid gland. They 
have been described under such terms as bran- 
chioma, branchiogenic adenoma, orbital inclusion 
adenoma, papillary cystadenoma lymphomatosum, 
Warthin’s tumor, and oncocythoma. These different 
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names reflect various etiological concepts. The au- 
thor describes observations on 4 patients who were 
operated on for benign parotid adenolymphoma. 
He is of the opinion that the adenolymphomas de- 
velop from ectopic rests of salivary tissue in the 
regional lymph nodes in the vicinity of the parotid 
gland. Three different types of adenolymphoma 
can be distinguished on the basis of the histological 
findings: adenoma lymphomatosum, cystadenoma 
lymphomatosum, and papillary cystadenoma lym- 
phomatosum. Adenolymphomas are generally local- 
ized capsulated tumors that may be situated either 
on the surface or within the parotid gland. Enuclea- 
tion is an adequate surgical treatment, and x-ray 
irradiation is of doubtful value. Differentiation be- 
tween mixed parotid tumors and neck lymphomas 
before operation may be difficult. 


The Effects of Intragastric Administration of Whole 
Blood on the Concentration of Blood Ammonia in 
Patients with Liver Disease. P. C. Young, C. R. 
Burnside, H. C. Knowles Jr. and L. Schiff. J. Lab. 
& Clin. Med. 50:11-16 (July) 1957 [St. Louis]. 


An association has been observed between gas- 
troenteric hemorrhage and the development of 
hepatic coma. Since examination of the livers of 
patients dying under these circumstances has failed 
to reveal any characteristic lesions other than those 
of the primary liver disease, it has been suggested 
that this form of coma is related to the high blood 
ammonia concentration resulting from absorption 
of blood from the gastroenteric tract. Accordingly, 
the concentrations of blood ammonia and other 
nitrogenous substances were studied following the 
experimental introduction of blood into the stomach 
of 8 healthy persons and 8 patients—6 with cir- 
rhosis, 1 with infectious hepatitis, and 1 with toxic 
hepatitis. In each of the control subjects 500 ml. of 
blood was removed by venesection. In 4 subjects 
the blood was then immediately introduced into the 
stomach by Levin tube over a period of 30 minutes. 
In the remaining 4 subjects the blood was stored 
under refrigeration for 5 to 7 days before adminis- 
tration. In the group with liver disease venesection 
was not performed; instead the patients received 
500 ml. of stored blood by Levin tube over a 30- 
minute period. 

It became clear that the presence of blood in the 
gastroenteric tract of patients with liver disease 
causes a marked elevation of the blood ammonia 
concentration. A considerable portion of the blood 
ammonia content is derived from protein digestion 
in the intestine. Amino acid oxidase and urease, 
protein-splitting enzymes elaborated by coliform 
organisms, liberate ammonia within the intestine. 
The ammonia liberated is absorbed and transported 
to the liver through the portal system. Ammonia 
not utilized in the production of urea may escape 
to the systemic circulation either by passage 
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through the damaged liver or by way of collateral 
channels. Although collateral circulation may have 
partly accounted for the greater rise in nonprotein 
nitrogen in the patients with liver disease, ineffi- 
ciency of deamination by a diseased liver may also 
have contributed to the increase. Moreover, in the 
patient with infectious hepatitis, whose collateral 
circulation was presumably less marked than that 
of the patients with cirrhosis, the blood ammonia 
nitrogen concentration rose to a comparable level. 
Accordingly, it is highly probable that liver failure, 
per se, as well as collateral circulation, contributes 
to an increase in blood ammonia. This is further 
supported by the observation that the increase of 
blood ammonia nitrogen concentration in patients 
with infectious hepatitis was only slightly less than 
that found in cirrhosis. 


RADIOLOGY 


Roentgenologic Follow-up on 150 Consecutive 
Mitral Commissurotomy Patients. J. G. McAfee and 
P. Biondetti. Am. J. Roentgenol. 78:213-223 (Aug.) 
1957 [Springfield, IIl.]. 


The preoperative and postoperative chest roent- 
genograms and fluoroscopic findings were compared 
in 115 of 150 consecutive patients who underwent 
mitral commissurotomy. The roentgenologic find- 
ings were correlated with the medical, surgical, 
and cardiac catheterization data. Most of the pa- 
tients showed no significant change in the size of 
the heart after commissurotomy; about 25% had a 
significant decrease in size and 20% had a significant 
increase. An over-all decrease in the size of the 
heart was chiefly due to decrease in the right 
ventricle. A reactivation of the rheumatic process 
with an increase in heart size occurred postopera- 
tively in only 8 patients. Calcification of the mitral 
valve was palpated surgically in 33% of the pa- 
tients operated on, while the calcification of the 
mitral valve was demonstrated roentgenologically 
in only 17.5%. Even if the patients with doubtful 
calcification were excluded, the roentgenologic 
demonstration of calcification as compared to the 
surgical findings was not better than 60%. A rela- 
tively large percentage of minimal calcifications of 
the valve cups were missed fluoroscopically. The 
presence of calcification in the mitral valve had a 
slightly adverse effect on the prognosis. Calcification 
of the valve may occasionally be so extensive that 
commissurotomy is rendered technically impos- 
sible. 

Pronounced mitral insufficiency was observed at 
the operation in 8% of the patients, and these pre- 
sented clinical and roentgenologic diagnostic fail- 
ures. The inability to differentiate mitral stenosis 
from insufficiency or to evaluate the relative im- 
portance of the 2 lesions when both are present 
has remained an unsolved problem of cardiac roent- 
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genology. The fact that minimum insufficiency ac- 
companying stenosis does not seriously alter the 
surgical results has increased the difficulty in the 
preoperative assessment of patients. The amount of 
depression of the cardiac apex in the posteroan- 
terior chest roentgenogram, the fulness of the 
posteroinferior cardiac recess in the lateral projec- 
tion, and the relative prominence of the right and 
left borders in the left oblique projection have 
sometimes been unreliable signs of left ventricular 
enlargement. Conversely, several false-positive di- 
agnoses of left ventricular enlargement and mitral 
insufficiency have been made. Systolic expansion of 
the left atrium demonstrated either fluoroscopical- 
ly or kymographically was of no help in diagnosis; 
most of the patients with systolic expansion proved 
to have mitral stenosis. Intravenous angiocardio- 
graphy also often failed in the differentiation of 
mitral stenosis and insufficiency. Consequently, in 
patients with combined stenosis and insufficiency, 
surgical exploration is sometimes the only means of 
evaluating their relative functional significance. The 
study of pulmonary vascular changes on the plain 
chest roentgenograms alone proved to be a reason- 
ably accurate method for estimating pulmonary 
hypertension. 


Roentgen Manifestations of Pulmonary Arterio- 
venous Fistula: Diagnosis and Treatment of Four 
New Cases. I. Steinberg and N. Finby. Am. J. 
Roentgenol. 78:234-246 (Aug.) 1957 [Springfield, 
ll.]. 


The authors report the findings of abnormal pul- 
monary shadows in the conventional chest roent- 
genograms of 4 patients with pulmonary arterio- 
venous fistulas, who underwent pneumonectomy, 
lobectomy, and segmental resection respectively. 
The fistular densities varied in size and shape from 
minute circular densities to large oval lesions. 
Vague and ill-defined edges simulated pulmonary 
infiltrates in 3 patients. Localized increase of the 
hilar pulmonary vessels suggested an arteriovenous 
fistula in 1 patient, especially since lateral and 
oblique views indicated that the increased vascular 
system was related to the segmental or lobar pul- 
monary blood supply. In another patient, the affer- 
ent pulmonary arterial and efferent pulmonary 
venous channels connecting with a pulmonary 
lesion were evident. Similar abnormal chest roent- 
genograms were obtained in additional 9 patients 
with arteriovenous fistula who were reported on by 
the authors in a previous paper. The afferent and 
efferent vascular connections of pulmonary arterio- 
venous fistulas may be difficult to visualize with 
conventional roentgenography but are readily seen 
with angiocardiography. 

Only 2 of the 13 patients with arteriovenous 
fistula had the classic syndrome of cyanosis, club- 
bing of the fingers, and polycythemia. A vascular 
murmur heard over the pulmonary fistula was pres- 
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ent only twice. One patient with dyspnea, fatigue, 
and familial hemorrhagic telangiectasis had _ bilat- 
eral pulmonary arteriovenous fistulas. Five patients 
(38%) were asymptomatic; the pulmonary arterio- 
venous fistula was responsible for symptoms in 8, 
and in 3 of these acute cerebral conditions (brain 
abscess, meningoencephalitis, and hemiplegia) were 
present. Vascular bruits were heard in 11 patients; 
all had abnormal chest roentgenograms. 

Pulmonary arteriovenous fistulas are hereditary 
hemangiomatous malformations of the pulmonary 
vascular bed. Four of the 13 patients had associated 
cutaneous and mucosal hemangiomas, indicating a 
close relationship to familial telangiectasis (Rendu- 
Osler-Weber disease). When the pulmonary arterio- 
venous fistulas are large and do not have systemic 
arterial connections, dyspnea, cyanosis, clubbing of 
the digits, and polycythemia result from unsatura- 
tion of the blood. Hemoptysis may occur when 
there is rupture of the paper-thin pulmonary vas- 
cular wall. There is also a high incidence of cere- 
bral symptoms either due to cerebral thrombosis 
or secondary to the polycythemia and infection, 
especially brain abscess. The diagnosis of pul- 
monary arteriovenous fistulas can often be made by 
conventional roentgenography, particularly if the 
suspicion is high. Pulmonary densities with hilar 
vascular connections localized in lobes or segments 
of the lungs and increased hilar vascularities should 
arouse suspicion of an arteriovenous fistula. Change 
in size of the lesions after respiratory maneuvers 
(Valsalva, Miiller) and delineation of the afferent 
arterial and efferent venous connections by laminag- 
raphy may be confirmatory. Angiocardiography 
establishes conclusively the diagnosis and is espe- 
cially recommended for preoperative evaluation. 
Surgical excision is the treatment of pulmonary 
arteriovenous fistulas. It is usually curative and is 
recommended even in asymptomatic patients, since 
the risk of brain abscess, fatal hemoptysis, or the 
development of cerebral thrombosis when polycy- 
themia occurs is far greater than the morbidity and 
mortality of lobectomy or segmental resection. 


The Value of Irradiation of Ankylosing Spondylitis. 
N. Howard. Brit. J. Radiol. 30:371-374 (July) 1957 
[London]. 


The efficiency of radiotherapy in ankylosing 
spondylitis is evaluated. The author questions 
whether this treatment is justifiable in the light of 
recent knowledge concerning the increased inci- 
dence of leukemia in patients with ankylosing 
spondylitis, as well as the incidence of other certain 
diseases, and the possibility of sterility in patients 
of both sexes. The risk of leukemia in the series of 
455 patients with ankylosing spondylitis presented 
by the author is 1 in 225 instead of 1 in 2,000 in 10 
years. It is possible, although unlikely, that the in- 
creased incidence of leukemia is not due to the 
radiotherapy but is inherent in patients suffering 
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from this disease, since these patients are more 
susceptible to the effects of irradiation. The im- 
mediate results, obtained within 6 months, were 
good in 361 patients, moderate in 83, and without 
effect in 11. There were 198 relapses. Many of these 
patients were re-treated later, and 144 had good 
results. About 77% of these patients were followed 
for at least 2 years. In some, relapse did not occur 
for several years after the original treatment, some- 
times for as long as 10 years. Radiotherapeutic 
treatment should always be combined with physio- 
therapy. Irradiation of the sex organs should be 
avoided as far as possible. 


Correlation of Anatomic and Roentgen Changes in 
Arteriosclerosis and Syphilis of the Ascending Aorta. 
G. W. Lodwick and W. S. Gladstone. Radiology 
69:70-78 (July) 1957 [Syracuse, N. Y.]. 


The authors undertook a comparative investiga- 
tion of the roentgen changes of atherosclerosis of 
the aorta and syphilitic aortitis. These studies in- 
cluded radiography and measurement of gross 
autopsy specimens from patients with arteriosclero- 
sis and syphilis, as well as measurement of the 
aortic shadow in chest roentgenograms of patients 
with visible calcification in the ascending arch in 
both conditions. For the determination of the lo- 
cation and character of calcific atheromatous intimal 
deposits, roentgenograms were made of 72 aortas 
obtained at autopsy. In each instance, the specimen 
consisted of the entire ascending aorta, the arch, 
and a segment of descending aorta of variable 
length. The heart and aortic valve were radio- 
graphed with the aorta in most instances. The 
roentgenograms were obtained en face rather than 
en profile. The patients from whom the specimens 
were obtained ranged in ages from 19 to 84 years. 
All were males from a general medical and surgical 
Veterans Administration hospital. The roentgen 
shadow of each aorta was divided into 4 divisions 
to separate areas having a high incidence of intimal 
calcification from areas with little calcification. The 
first division, or part 1, comprises the first 2 cm. of 
the aorta above the valve, or the root of the vessel. 
Part 2 extends from the upper margin of part 1 to 
a point 1 cm. proximal to the junction of the in- 
nominate artery with the aorta. This part is divided 
equally into medial (part 2-M) and lateral (part 2-L) 
halves. Part 3 begins at the upper margin of part 2 
and terminates 1 cm. distal to the junction of the 
left subclavian artery with the aortic arch. Part 4 
is the descending thoracic aorta, beginning at the 
most distal margin of part 3 and terminating at the 
end of the specimen. 

On the basis of gross anatomic and roentgeno- 
logic studies of normal, atherosclerotic, and syphi- 
litic aortas the authors arrived at the following con- 
clusions: 1. Calcified atheromatous intimal plaques 
are sometimes found in the ascending aortic arch 
in the absence of syphilitic aortitis, but they are 
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rarely observed in the posteroanterior chest roent- 
genogram because their posteromedial location is 
overshadowed by the spine. The anterolateral wall 
of the ascending aorta is not a common site for 
calcified atheromatous plaques. 2. By contrast, in- 
timal calcification in syphilitic aortitis is found in 
the entire circumference of the ascending aorta. 
The increased length of the syphilitic aorta dis- 
places the ascending aorta to the right, where cal- 
cific changes can be better demonstrated against 
the radiolucent background of the lung. 3. A simple 
technique is presented for estimating the degree of 
elongation and tortuosity of the aorta (aortic index), 
and distribution curves are plotted for the aortic 
indexes of “normal” nonsyphilitic males and fe- 
males. 4. Limiting their study of intimal calcifica- 
tion to patients in whom roentgenograms demon- 
strated calcification in part 2-L, the authors found 
that 80% of such patients had serologic evidence of 
syphilis. The aortic index, used as an additional 
screening factor, improved the correlation with 
proved syphilis to 90% or better. 


Skeletal Localizations of Malignant Lymphogranu- 
loma. G. Pisani and A. Malaspina. Minerva med. 
48:2213-2223 (June 23) 1957 (In Italian) [Turin, 
Italy]. 


The authors report on 273 patients, 12 to 70 years 
old, with malignant lymphogranulomatosis. Patients 
30 to 50 years old were affected more frequently 
than patients in other age groups. There were 
slightly more male patients than females. Altera- 
tions of the skeleton were present in 41 patients 
(51%). Adenopathy was the first symptom in 34 
patients, and osteoperiosteal lesions, followed with- 
in 3 to 11 months by adenopathy, was the first 
symptom in 7 patients. Roentgenologic examination 
revealed lesions of the skeleton within the first 2 
years from the beginning of the disease in 25 pa- 
tients. Most patients, and especially those with 
spinal lesions, suffered acute and persistent pain. 
Painless involvement of the bones was observed in 
5 patients only. Most patients presented lesions of 
the vertebrae; other lesions were less frequent. The 
authors believe that roentgenologic therapy is still 
the treatment of choice in lymphogranulomatous 
bone lesions. 


PUBLIC HEALTH 


Rabies Prophylaxis in Man. K. Habel. Pub. Health 
Rep. 72:667-673 (Aug.) 1957 [Washington, D. C.]. 


Experiences in Middle East countries, such as 
Iran, showed that persons severely bitten by rabid 
wolves developed rabies at the same high rate of 
40% whether given a full course of potent vaccine 
or not. Research in recent years has centered on 
the use of rabies antiserum as an adjunct to vaccine. 
In laboratory experiments with modern quantita- 
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tive techniques, antiserum alone gave better re- 
sults against experimental infection than vaccine 
alone. An opportunity to test rabies antiserum in 
man presented itself in August, 1954, at the Pasteur 
Institute in Teheran. In a forest some 500 kilo- 
meters from Teheran, people slept outdoors on the 
ground or on open porches and balconies. At mid- 
night a wolf attacked one of the sleeping men. The 
wolf bit several others and entered the center of 
the village, where he attacked and bit several peo- 
ple on the street. He even entered some homes, 
slashing people asleep on a balcony. The wolf 
finally bit 6 cows in a nearby field and was killed 
as he lunged at a horse and rider. A total of 29 
people, 1 dog, and 6 cows had been bitten during 
a 5-hour period. 

All exposed individuals plus the dead wolf were 
taken to the Pasteur Institute in Teheran, where 
treatment was started within 30 hours after ex- 
posure. The wolf was proved rabid by isolation of 
rabies virus from his brain. Two doses of antiserum 
given 4 days apart together with 21 daily doses of 
vaccine completely protected 5 patients bitten by 
the rabid wolf. One of 7 comparably exposed pa- 
tients who received one dose of antiserum plus a 
course of vaccine died of rabies, while 3 of 5 re- 
ceiving vaccine alone also died. Serum antibody 
studies of blood samples of these individuals showed 
the presence of antibody early and late in the 
course of treatment in those receiving both serum 
and vaccine but only in the late period when vac- 
cine alone was used. Experimental investigations in 
animals and in man suggest that the number of 
doses of vaccine may be reduced with proper spac- 
ing without markedly reducing its effectiveness. 
The importance of a booster dose given 10 days 
after the primary doses was apparent. Attempts to 
eliminate severe neurological reactions to rabies 
vaccine have stimulated research with 2 types of 
vaccine produced from avian embryos. In labora- 
tory tests, both appear comparable to the currently 
used brain tissue vaccine. 


Tuberculosis in BCG-Vaccinated Nurses: A Report 
of Five Years’ Experience at the Boston City Hos- 
pital. A. I. DeFriez and T. L. Badger. New England 
J. Med. 257:161-165 (July 25) 1957 [Boston]. 


From the time the BCG-vaccination program 
was started at the Boston City Hospital in March, 
1947, through September, 1951, 258 student nurses 
were enrolled in training. All were tested with 
second-strength PPD (purified protein derivative) 
tuberculin. Eighty-four (32.6%) had a positive reac- 
tion and 174 (67.4%) had a negative reaction. One 
hundred sixty-six of the 174 negative reactors were 
vaccinated with BCG, and 8 refused this vaccina- 
tion. It is of interest that 25, or 15.1% of the 166 
had to be vaccinated twice. Five of these, or 3% of 
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all vaccinated, still remained tuberculin negative 
after the second vaccination with BCG and were 
not vaccinated a third time. Six of the 166 student 
nurses receiving BCG contracted tuberculosis dur- 
ing training and had to be institutionalized. The 
disease developed in 3 of the 84 student nurses who 
were tuberculin positive on entering training. Thus 
the frequency of the disease in the two groups is 
the same, 3.6%. None of the 8 negative reactors 
who refused to be vaccinated with BCG subse- 
quently contracted tuberculosis. The type of tuber- 
culosis in these 2 groups, judged by the x-ray lesion, 
the clinical course, the length of sanatorium treat- 
ment, and the time spent away from work, was 
virtually the same. Thus there is no evidence in this 
small series that BCG exerted a significant protec- 
tive action or altered the subsequent course of the 
tuberculosis in these nurses. 


The Optimum Age for Mass B. C. G. Vaccination 
in England and Wales. T. M. Pollock. Brit. M. J. 
2:20-22 (July 6) 1957 [London]. 


In an effort to establish 13 as the optimum age 
for BCG vaccination in England and Wales it is 
necessary to ascertain, primarily, the current pro- 
portion of children infected with tubercle bacilli 
by the age 13, the results of tuberculous infection 
acquired before that age, the risk of infection at 
puberty and adolescence, and the duration of pro- 
tection imparted by vaccination. At present, a sub- 
stantial proportion of children has been infected 
with tubercle bacilli by the age 13, and thus bene- 
fits little from a vaccination scheme at that age. In 
1955, a total of 5,122 new cases in the 0-14 age 
group were adjudged “notifiable.” A case of notifi- 
able tuberculosis is defined as one which “because 
of tuberculous infection may infect others; or a 
person who is suffering from an active tuberculous 
lesion which calls for medical treatment or for some 
modification of the patient’s course of living.” Evi- 
dence is cited for the relatively high degree of 
morbidity arising from infection received before 
the age of 13, in contradistinction to the 0-14 year 
age group, suggesting that BCG should be given 
before 13 years of age. The one serious drawback 
to the above suggestion concerns the duration of 
protection imparted by vaccination and the need 
for maximal protection in close proximity to the 
increased risk period, should this period extend 
over a number of years. Since the immediate dan- 
gers of a primary tuberculous infection are con- 
siderably reduced in the 5-10 year age group and 
the morbidity from primary infection is increased 
during puberty-and adolescence, it is not unreason- 
able to attempt to forestall the effects of natural 
infection during the latter period by vaccination at 
approximately the age of 10. Vaccination at this 
stage is advocated by many, although it may be of 
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reduced benefit as opposed to those vaccinated after 
the age of 13, dependent on the relative decline of 
protection of the vaccine. An assessment of the in- 
formation available at present suggests the ad- 
vantages of vaccination at the age of 10 instead of 
13—e. g., the current 10-13 age group may be at 
greater risk from disease now than in adolescence. 
Although widespread vaccination of infant non- 
contacts does not appear to be justified on a na- 
tional scale, the situation, especially in an area 
where the frequency of tuberculous infection is 
higher than the national average, is best evaluated 
on a local basis. 


Influenza in the United Kingdom, 1953-6. J. C. 
McDonald and B. E. Andrews. Brit. M. J. 2:8-10 
(July 6) 1957 [London]. 


A review of morbidity and mortality statistics 
taken in conjunction with laboratory results reveals 
no severe outbreak of influenza of epidemic pro- 
portions in the United Kingdom during the past 3 
winters. Local spontaneous sporadic outbreaks dur- 
ing the winter of 1955-1956 were attributed to in- 
fluenza A and similar outbreaks during the winter 
of 1954-1955 were attributed to influenza B. The 
majority of the influenza A infections were found 
to be of the Scandinavian variety, and less prev- 
alent episodes were found to be associated with 
Eire 55 and Dutch ‘56 viruses. The influenza virus 
B strains isolated during the epidemic stages dif- 
fered antigenically from earlier strains of which 
American Lee strain is the prototype. The diseases 
are considered to be endemic in this region be- 
cause of the frequent appearance of the disease 
between epidemic stages. 


Tobacco Smoking and Automobile-Driving Stress 
in Relation to Deaths from Cardiac and Vascular 
Causes. C. A. Mills and M. M. Porter. Am. J. M. 
Sc, 234:35-43 (July) 1957 [Philadelphia]. 


A survey (1946-1947) of the smoking habits of 
484 white males who died of coronary occlusion in 
Cincinnati and of 1,147 white male controls in 
Columbus, Ohio, revealed that all male coronary 
victims under 41 years of age and all but 1 under 
46 years were cigarette smokers. The incidence of 
tobacco smoking in some form is thus abnormally 
high among coronary victims of all ages. A more 
recent survey (1956) has recently been completed 
in which smoking is viewed against a background 
of annual motor driving mileage, age, sex, and place 
of residence. These findings have been compared 
with similar information on those persons who died 
of respiratory tract cancer and diseases of the heart 
and vessels. Regarding lung cancer, interest is 
evinced in (a) the amounts of tobacco smoked, (b) 
the doubling or trebling of this tobacco smoking 
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effect by annual urban driving mileage of 12,000 
miles or more, and (c) the still further doubling of 
these cambined exacerbating influences by resi- 
dence in an area of constant general air pollution. 
Survey findings for the 30-to-59-year age groups of 
white males are as follows: 1. Cardiovascular death 
rates rise sharply with advancing age. 2. They rise 
sharply with increasing cigarette usage within each 
age decade. 3. They are distinctly higher in all age 
decades and smoking categories (with one excep- 
tion) for those men with an annual driving mileage 
in excess of 12,000 miles than for those persons 
driving less than 12,000 miles annually. 4. They 
are likewise distinctly higher for men from the Cin- 
cinnati basin area of every age decade and smoking 
category than for analogous segments of the sub- 
urban population. One point not covered by this 
survey is whether tobacco smoking per se raises 
the cardiovascular death rate or whether the same 
restlessness predisposing an individual to moderate 
or heavy smoking also leads to cardiovascular dam- 
age. The significant differences in suburban versus 
basin environment, if any, could not be ascertained 
by use of the Chi-square test on the present data. 
The Chi-square tests did bear out the contention 
that cigarette smoking and an annual driving mile- 
age in excess of 12,000 miles are related to an in- 
creasing frequency of cardiovascular deaths in both 
suburban and basin groups. These relationships are 
essentially analogous to those found to exist for 
lung cancer death rates in white males, although 
the apparent exacerbating relationship was much 
greater between smoking and lung cancer than 
between smoking and cardiovascular disease. Ray- 
mond Pear! is quoted as having found the life span 
to be significantly shorter for smokers than for non- 
smokers without limiting the effect to any one 
cause of death. 


Salm. Thompson Gastro-enteritis: Report of Two 
Outbreaks. H. A. Wright, J. Norval and A. Orr. 
Brit. M. J. 2:69-71 (July 13) 1957 [London]. 


Salmonella thompson has been one of the more 
common causes of human salmonellosis in England 
and Wales. Two unrelated outbreaks of the infec- 
tion, numbering 19 cases and 6 cases, respectively, 
were reported in the summer of 1956. The most 
important limiting factor other than the prompt 
notification of health officials by practitioners was 
the low atmospheric pressure prevailing at the 
time, which would not facilitate the rapid multipli- 
cation of bacteria even in such excellent mediums. 
The source of the first outbreak was traced to Chi- 
nese egg albumin used in a bakery, and a septicemic 
type of disease in a cow producing infected milk 
accounted for the second outbreak. The condition 
of the infected persons varied from mild diarrhea 
to a more severe type of illness requiring hospital- 
ization. 
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BOOK REVIEWS 








Sports Injuries: Their Prevention and Treatment. By 
Donald F. Featherstone, Principal, Athlete’s Injury Clinic, 
Southampton. With foreword by Sir Arthur Porritt, K.C.M.G., 
K.C.V.O., C.B.E. Cloth, $7.50. Pp. 195, with 48 illustrations. 
Williams & Wilkins Company, Mount Royal and Guilford 
Aves, Baltimore 2; John Wright & Sons, Ltd., 42-44, Triangle 
West, Bristol 8, England, 1957. 


This British book represents an expansion and a 
complete revision of the author's “Sports Injury 
Manual” published last year. Since every change 
made is an improvement, this little book is now 
more valuable than ever to physicians who attend 
amateur or professional athletes, as well as to phys- 
iotherapists, trainers, and coaches. The frequency 
of various types of injuries, chiefly on the basis of 
the author's experience, is discussed and related 
particularly to the time lost by athletes from prac- 
tice and competition. Knee injuries are the most 
common among the serious disabling accidents, and 
their management is often most troublesome. The 
prevention of injury by careful physical examina- 
tion before the season starts, by appropriate 
strengthening of the muscle groups that will be most 
subject to strain, and by constant cooperation be- 
tween athlete, coach, therapist, and physician is 
emphasized. The importance of the use of resistive 
exercises in strengthening muscles, particularly as 
practiced by athletes working in pairs, is strongly 
stressed. 

Methods and techniques of treatment are dis- 
cussed in general and then applied especially to 
injuries of various types in the lower extremities. 
Recognizing the particular requirements of pro- 
fessional athletics as related to cutting down dis- 
ability and time lost from competition, the author 
describes a rapid or “pressure” type of treatment 
for this group and a “home” type of treatment more 
suitable to the average amateur athlete. The 
“pressure” treatment shortens the period of dis- 
ability remarkably and apparently produces better 
end-results but requires the full-time services of 
trained physiotherapists. The athlete is kept busy 
all day with treatments or light training exercises 
with his teammates, which are begun often as early 
as 24 hours after the injury. 

The use of procaine in the treatment of injuries, 
particularly of strains and contusions, is discussed 
as a medical measure which may be of value in 
promoting early mobilization of the injured part 
for corrective exercise. It is never recommended as 
a means of restoring a competitor to action before 





These book reviews have been prepared by competent authorities 
but do not represent the opinions of any medical or other organization 
unless specifically so stated. 


he is physically ready for it. In fact, the author's 
criterion for this is that the injured part should be 
stronger than its corresponding opposite member 
before competition is resumed. This is made pos- 
sible by immediate treatment to prevent swelling, 
by early mobilization, by continuation of training 
during treatment, and by the use of heavy resistive 
muscle exercise. Many typical cases are interestingly 
presented and together with the excellent illustra- 


tions contribute much to the general excellence of 
the book. 


Surgery: A Guide to Surgical Diagnosis and Treatment 
Including Tropical Surgery. By W. G. Kerr, M.B., F.R.C.S. 
Oxford handbooks for medical auxiliaries. Cloth. $6. Pp. 410. 
Oxford University Press, 114 Fifth Ave., New York 11; Amen 
House, Warwick Sq., London, E. C. 4, England, 1957. 


This presentation of the major aspects of surgery 
and pathology has been prepared for auxiliary hos- 
pital personnel. The emphasis is on these problems 
when encountered in the tropics, specifically in 
Africa. In this attempt to cover the subject for the 
nonprofessional medical and hospital assistants, the 
author has used definitions and descriptions of 
disease and discussed disturbances in function and 
methods of treatment that are not customarily en- 
countered in modern writings. This results in some 
compromise of facts and tends to detract from the 
author’s purpose. For example, to account for the 
differences between acute and chronic infection, the 
latter is explained as a process due to the slow rate 
of bacterial invasion. Shock is described as primary 
(neurogenic) and secondary (hypovolemic), and 
each form is explained appropriately; however, 
many of the newer concepts, which might well 
have been introduced for the sake of accuracy, have 
not been mentioned. Burns are similarly discussed; 
some confusion between heat-stroke and first-degree 
burns is encountered. No bibliography is used, and 
there are no illustrations. 

Despite its many shortcomings, this book provides 
interesting reading in some areas for one who is not 
personally acquainted with surgery as practiced in 
tropical Africa. A number of disorders peculiar to 
the tropics are briefly described, with their treat- 
ments. A plea is made to the hospital assistants to 
avoid mistakes, such as the administration of mor- 
phine for abdominal pain prior to the surgeon’s 
visit. Great emphasis is placed on diagnosis and 
treatment. This emphasis perhaps can be excused 
on the basis of local conditions where undoubtedly 
many of the patients must be treated by hospital 
assistants rather than by physicians and nurses. It 





Vo 


is 

ex 
tre 
av 
un 
er 
SU 


er ee) 


an 22 2 








Vol. 165, No. 13 





is difficult to appraise the need for such a book, 
except possibly for the few remote portions of the 
tropics where neither physicians nor nurses are 
available. The author presents more detail than the 
untrained hospital assistant is likely to be able to 
employ intelligently. The physician, especially the 
surgeon, will disagree sharply with some of the 
author's statements and forms of therapy for dis- 
eases which also occur in the temperate zones. 


Craig and Faust’s Clinical Parasitology. By Ernest Carroll 
Faust, A.B., M.A., Ph.D., William Vincent Professor of 
Tropical Diseases and Hygiene, Department of Tropical 
Medicine and Public Health, Tulane University School of 
Medicine, New Orleans, and Paul Farr Russell, M.D., M.P.H. 
With editorial assistance of David Richard Lincicome, B.S., 
M.S., Ph.D. Sixth edition. Cloth. $15. Pp. 1078, with 346 
illustrations. Lea & Febiger, 600 S. Washington Sq., Phila- 
delphia 6, 1957. 


This new edition of a standard textbook amply 
demonstrates the need for and the successful results 
of purposeful periodic book revision. The many new 
excellent illustrations closely approximate what one 
sees under a microscope; the numerous tables pro- 
vide complete references to differential diagnosis 
(e. g., amebiasis versus shigellosis); the omission 
of drugs no longer applicable saves much unneces- 
sary reading; and the sections on immunological 
diagnosis and techniques of examination would 
warrant a place in the physician’s library even if 
they were published separately. The style of writing 
is unusually clear and complete, and there are few 
wasted words in any of the chapters. For example, 
only eight and one-half pages of text and illustra- 
tion are devoted to yellow fever, but nothing essen- 
tial has been omitted. The discussion of the clinical 
implications and treatment of malaria, separated 
from the section discussing the mosquito, is as up- 
to-date as the periodical literature. All the most 
recent military experiences pertaining to clinical 
parasitology are discussed, avoiding unnecessary 
referral to the bibliography; however, an adequate 
bibliography is included. The book should be useful 
to every practicing physician. There are only brief 
references to environmental control and other ac- 
tivities which are usually left to public health 
officials. Parasitic diseases are such that in most 
cases diagnosis depends on a patient having been 
in or having passed through an endemic area. This 
has led the authors to use the epidemiology of 
human diseases caused by animals to provide an 
excellent background for any phase of clinical 
medicine. 


The Doctor as a Witness. By John Evarts Tracy. Cloth. 
$4.25. Pp. 221. W. B. Saunders Company, 218 W. Washing- 
ton Sq., Philadelphia 5; 7 Grape St., Shaftesbury Ave., 
London, W. C. 2, England, 1957. 


The intention of the author is well stated in his 
preface: “This short volume was not written as a 
text for either medical school or law school use. It 
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is purely informational, endeavoring to explain to 
the busy practitioner who has had little experience 
in court rooms the various kinds of legal proceed- 
ings in which he may be called to testify, how these 
proceedings are conducted, and what is expected 
of a medical witness when he takes the stand.” 
This he does in admirable fashion, giving the ma- 
jority position or consensus concerning the law and 
avoiding the many instances in which federal or 
state statutes and regulations differ among them- 
selves. Prior to taking the witness stand, a reading 
of chapter 9, entitled Preparation for Trial, and 
chapter 10, entitled What Makes a Good Medical 
Witness, should be helpful for even the most court- 
seasoned physician. For the physician who is rarely 
called to court, the simple principles laid down by 
the author should be of inestimable value in pro- 
viding simultaneously both peace of mind and 
clarity and effectiveness of testimony. 


Current Surgical Management: A Book of Alternative 
Viewpoints on Controversial Surgical Problems. Editors: 
John H. Mulholland, M.D., editor-in-chief, Edwin H. Ellison, 
M.D., and Stanley R. Friesen, M.D. With contributions by 
76 American authorities. Cloth. $10. Pp. 494, with illustra- 
tions. W. B. Saunders Company, 218 W. Washington Sq., 
Philadelphia 5; 7 Grape St., Shaftesbury Ave., London, 
W. C. 2, England, 1957. 

This is a most unusual and worthwhile book. 
Presentation of the differences of opinions by au- 
thorities in their respective fields aids one to ap- 
proach a problem with less dogmatism and a more 
open mind. This book does not provide the answers 
but rather demonstrates the ways in which experts 
consider a problem and arrive at the conclusions 
which direct the therapy. The book forces one to do 
his own thinking after surveying the views and no- 
tions of these qualified men. The material presented 
includes those topics which are the more common- 
place. This is praiseworthy. Some of the contro- 
versies discussed include early or late operation 
for acute cholecystitis; sphincterotomy or internal 
drainage for pseudocysts of the pancreas; vagotomy 
or gastric resection for duodenal ulcer; and simple 
closure, gastric resection, or nonoperative treatment 
for perforated peptic ulcer. The material has been 
edited so well that there is a minimum of repetition. 
The one minor criticism, which in no way detracts 
from the value of the book, is the paucity of illus- 
trations. This book can be recommended unre- 
servedly. 


Modern Perinatal Care. By Leslie V. Dill, M.D., F.A.C.S., 
Associate Clinical Professor, Obstetrics and Gynecology, 
Georgetown University School of Medicine, Washington, 
D. C. Cloth. $6.50. Pp. 309, with 51 illustrations. Appleton- 
Century-Crofts, Inc., 35 W. 32nd St., New York 1, 1957. 

The purpose of this book is to crystallize present- 
day thought on the antepartum and postpartum 
care of the woman. In the preparation of the book, 
the author enlisted the aid of specialists in certain 
fields, including pelvic mensuration, the psychology 
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of pregnancy, the toxemias, anemia, diabetes, thy- 
roid disease, heart disease, venereal disease, and 
infant feeding. The last two chapters are valuable 
additions to this book. One deals with the law as it 
pertains to obstetrics, and the other discusses the 
ethics of the Catholic church. A professor of law 
assisted in the writing of the first and two Catholic 
priests helped prepare the second. The book in- 
cludes only four illustrations, but there are many 
statistical charts. At the end of each chapter is a 
list of references, but many lists are too long. Fol- 
lowing the nine-page chapter on abortion there are 
78 references. The book is for the most part well 
written, but there are occasional complicated sen- 
tences, such as, “The failure to interrupt a preg- 
nancy, even if early, when associated with even 
moderately far advanced or far advanced pul- 
monary tuberculosis now is generally not unaccept- 
able therapy.” Despite these criticisms, the book 
faithfully carries out its purpose of acquainting 
physicians with modern perinatal care. 


Gastro-Intestinal Obstruction. By Meyer O. Cantor, M.D., 
M.S., F.A.C.S., Associate Attending Surgeon, Grace Hospital, 
Detroit, and Roland P. Reynolds, M.D., F.A.C.S., Chief of 
Surgery, Grace Hospital. Contributors: Clifford D. Benson, 
M.D., F.A.C.S., Associate Professor of Surgery, Wayne Uni- 
versity, Detroit, Robert E. L. Berry, M.D., F.A.C.S., Asso- 
ciate Professor of Surgery, University of Michigan, Ann 
Arbor, and William A. Hudson, M.D., M.S., F.A.C.S. Cloth. 
$18. Pp. 565, with 415 illustrations. Williams & Wilkins 
Company, Mount Royal and Guilford Aves., Baltimore 2, 
1957. 

The authors of this work have emphasized cor- 
rectly that, although the mortality from intestinal 
obstruction has been greatly reduced, the present 
rate of 10 to 15% is still an appreciable one. Further 
reduction of the mortality will depend on a better 
understanding and earlier diagnosis of the condi- 
tion. Throughout the text one is impressed with the 
fact that the laboratory does not make the clinical 
diagnosis but only aids it. Stress has been placed on 
the methods whereby an early diagnosis of intestinal 
obstruction can be made without the advent of 
strangulation and/or peritonitis. The “sit tight” pol- 
icy is condemned. The authors do emphasize the 
importance of proper preparation (hydration, elec- 
trolyte balance, and restoration of blood volume), 
which can usually be accomplished within 6 to 24 
hours. Careful coordination between diagnostician, 
radiologist, and surgeon makes for a readable text. 
This book can be recommended. 


Henry Ford Hospital International Symposium. The Leu- 
kemias: Etiology, Pathophysiology, and Treatment. Edited 
by John W. Rebuck, Frank H. Bethell, and Raymond W. 
Monto, Cloth. $13. Pp. 711, with illustrations. Academic 
Press, Inc., 111 Fifth Ave., New York 3, 1957. 


This is a report of a symposium held in March, 
1956. The eight parts deal with (1) the leukemic 
cell, its structure and antigenicity, (2) genetic and 
environmental factors in the transmission of leu- 
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kemia, (3) radiation biology of leukocytes, (4) the 
leukemias and the malignant lymphomas, (5) leu- 
kocytic physiology, (6) metabolism of amino and 
nucleic acids in the leukemias, (7) further bio- 
chemical considerations in the leukemias, and (8) 
nucleic acids as the target for chemotherapy with 
the mechanisms of drug action and resistance. The 
symposium concludes with a round-table discussion 
on therapy. A good deal of material, much of it new 
and original, is packed into this volume. Among 
many outstanding articles are those by Bernson, 
Electromicroscopy of Leukocytes; Hanschka and 
Furth, Pathophysiology and Immunogenesis of 
Transplantable Leukemias; Craddock, Leukophore- 
sis; Waisman, Amino Acid Metabolism; Skiffer, Nu- 
cleotide Metabolism; and Nichol, Resistance to Folic 
Acid Antagonists. The round-table discussion is en- 
tertaining and educational, and often contains hints 
of controversy. All in all, this is an exceptionally 
good volume, up-to-date, well-reported, and replete 
with solid articles and stimulating discussion. It is 
highly recommended. 


Operative Surgery. Volume Three: Rectum and Anus, 
Thorax. Volume Four: Head and Neck and Clearance of 
Lymph Nodes, Vascular Surgery, Endocrine Glands. Under 
general editorship of Charles Rob, M.C., M. Chir., F.R.C.S., 
Professor of Surgery, St. Mary’s Hospital, London, and 
Rodney Smith, M.S., F.R.C.S., Surgeon, St. George’s Hos- 
pital, London. Cloth. $19.50 each. Various pagination, with 
illustrations. Butterworth & Company, Ltd., 88 Kingsway, 
London, W. C. 2, England; 1367 Danforth Ave., Toronto 6, 
Canada; F. A. Davis Company, 1914-16 Cherry St., Phila- 
delphia 3, 1957. 


Volume 3 of this eight-volume publication is the 
work of 24 contributors, and volume 4 is the work 
of 21. Each subject is approached with the following 
divisions in mind: (1) preoperative care, (2) opera- 
tive technique, and (3) postoperative care. The 
line drawings are clear, anatomically correct, and 
well placed. A selective bibliography, primarily 
British, follows each section. The format is excel- 
lent. Special commendation should be given for 
the section dealing with open heart surgery. The 
discussion of cardiac arrest is well documented and 
worthy of frequent review by all surgeons. As is 
true of all British publications, the choice of words 
and manner of expression are gratifying. Few super- 
fluous words appear’in these two volumes. A few 
statistics at the end of each description, showing 
the results of operation, would have added to the 
interest. Where more than one operation is dis- 
cussed, the relative merits of each operation are 
not made clear. Fundamental surgical principles 
are constantly stressed. Although these volumes 
seem to be directed to surgeons in nonteaching 
centers, they should be useful to all surgeons for 
reference, and especially to the student, intern, 
resident, and “occasional” surgeon. 
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QUERIES AND MINOR NOTES 





ACCELERATED DEVELOPMENT 

OF CHILDREN 

To THE Eprror:—A German article has claimed that 
the development of children nowadays is acceler- 
ated. Older pediatricians are said to have noticed 
that about 30 years ago children reached certain 
landmarks in their development later than now. 
The implication is that, due to influences of mod- 
ern civilization, the developmental process goes 
on at an accelerated pace. Older pediatricians in 
this country have denied any such accelerations. 
Please furnish an opinion about this interesting 
question. 

George Deutsch, M.D., Shaker Heights, Ohio. 


ANSWER.—It is unfortunate that the inquirer did 
not state more specifically what he meant by “de- 
velopment of children.” The term “development” 
is unfortunately interchanged so commonly with 
growth that it is difficult to know whether he is talk- 
ing about behavioral development or about physical 
development, which is more commonly referred to 
as growth. So far as behavioral development is 
concerned, very little can be stated with regard to 
the present-day observations and those pertaining 
to 30 or 40 years ago. Practically no statistics are 
available at the present time with regard to develop- 
ment of more than 15 or 20 years past. A few of 
the textbooks have made general statements about 
the time that a child is expected to sit alone or 
to stand alone or to walk without aid. In general, 
these rough estimates are approximately the same 
as one would expect today. More detailed analyses 
of behavior, such as those carried out by Dr. Gesell 
at Yale, were not done except in a few isolated case 
studies, and therefore statistically they have no 
significance today. 

So far as growth is concerned, there seems to be 
little question that, compared with statistics of 30, 
40, or 70 years ago, children do grow at a more 
rapid rate today. The statistics in the accompanying 
table, which have been picked more or less at 
random from studies that have included fairly large 
numbers of children, all from the United States, 
are of interest. From these figures it can be seen 
that during the past several generations there has 





The answers here published have been prepared by competent au- 
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been a general increase in the size of children. (The 
figures in the table are all for boys; however, the 
comparable figures for girls show a similar trend. ) 
The classical work of Bowles on Harvard students 
showed that the second generation of students at 
Harvard University were 1% in. taller and 10 |b. 
heavier than their fathers. Stuart makes the state- 
ment that boys in the United States, both white and 
Negro, are 6 to 8% taller and 12 to 15% heavier than 
50 years ago. 

There was so little work on skeletal maturation 
before 1930 that statistical analysis again is of little 
value in comparing figures. It is of interest, how- 
ever, that the age of menarche has shown a steady 
decline in practically all civilized countries. It is 
stated that in Norway in 1850 the average age of 
onset of menarche was slightly over 17 years; this 
has gradually declined until at the present time it 
is slightly under 14 years. In a similar study in 
the United States, but not as extensive in time, 
the average age of menarche in 1900 was slightly 


Growth Statistics of American Children 


Bawditeh(1877) Engelbach(1932) Simmons(1944) 

| — =a,” guna eating NN se - -— — 

Height, Weight, Height, Weight, Height, Weight, 

Age In. Lb. In. Lb. In. Lb 

6. FRB viecncevs 25.2 16.5 26.4 17.2 26.5 18.7 
2 ae 29.0 20.0 29.5 21.4 30.0 23.8 
te dstceudee 38.0 36.0 40.2 85.8 40.9 82.8 
SOs. ive wneces 52.2 66.6 55.5 76.8 


over 14 years of age; in the same school group in 
1950 the average age of menarche was slightly 
under 13 years of age. A similar trend has been 
shown to exist in other Scandinavian countries and 
also in England. In summary, the data which are 
available would seem to support the statement that 
the development of children nowadays is acceler- 
ated if one compares these data with statistics of 
30 or more vears past. 
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1766 QUERIES AND MINOR NOTES 


GROWTH AND DEVELOPMENT STUDY 


To tHE Eprror:—A 16-year-old youth is small in 
body and features. Physical examination is essen- 
tially normal, although no endocrine or x-ray 
studies have been done. Please suggest a plan of 
study that would be considered basic before con- 
sulting an endocrinologist. 


M.D., Pennsylvania. 


Answer.—A plan of study in a 16-year-old youth 
who is “small in body and features” must include a 
careful family history relative to the parent’s height 
and weight, and the growth and development of any 
brothers and sisters. Information relative to the size 
of other members in the distant family would be of 
help. The history of the patient should include infor- 
mation of the prenatal period, state of the mother’s 
health during that time, and whether she received 
any medicaments, such as thyroid or other hor- 
mones. The birth, the delivery, and the birth weight 
are important. Information on the feeding habits of 
the patient during infancy, whether vitamins were 
used, and the present eating habits and appetite 
should be obtained. Previous diseases are important, 
if they seem to have affected a cessation in growth 
and development. 

In ascertaining the growth and development of an 
individual, such information as the age at which the 
head was held up and at which sitting, standing, 
and walking were accomplished is important, as is 
also the patient's progress in school. The time of 
appearance of the first tooth, the number of teeth 
at age 1 and 2 years, and the time of appearance 
of the first permanent teeth are helpful. The changes 
in rate of growth are important, and the amount of 
growth that has occurred in the past year is es- 
sential. In the male, the time of development of 
sexual hair, of deepening of the voice, or of develop- 
ment of acne is helpful. 

The clinical evaluation of growth and develop- 
ment can be ascertained from the following data. 


I. Skeletal proportions which would include: 

1. Record of standing height. 

2. Span, measured from finger tip to finger tip with out- 
stretched arms. 

3. Lower segment, measured from top of symphysis pubis 
to floor. 

4. Upper segment, derived by subtracting lower segment 
from total height. 

5. Ratio of upper segment to lower segment. 

6. Circumference of head. 

7. Circumference of chest. 

8. Abdomen. 

9. Sexual development, such as presence or absence of 
pubic and axillary hair, facial hair, acne, size of penis (par- 
ticularly length and circumference), size of scrotum and 
whether darkened or wrinkled, and estimated size of testes. 
Il. Laboratory work which should include: 

1. Determination of basal metabolic rate and, if possible, 
level of protein-bound iodine, cholesterol, and blood sugar. 
Presence or absence of anemia is important. 
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2. Skeletal development as revealed by study of x-rays of 
joints; in a 16-year-old youth this would be primarily de- 
velopment of the hands, which should show fusion of the 
epiphyses of metacarpals and phalanges. X-rays of the sella, 
in addition to right wrist, hip, and knee, are helpful. 

3. Dental development which should reveal second molars. 
X-ray survey should be done to show development of tooth 


buds. 


PROLONGED MERCURIAL DIURETIC 
THERAPY 


To THE Eprror:—How often can injections of 2 cc. 
of organic mercurials be given intravenously or 
intramuscularly without damage to the kidneys 
or other tissues? What might be expected to hap- 
pen in a patient given daily injections for weeks 
at a time? 


Burdge F. Green, M.D.., Stilwell, Okla. 


ANswER.—This is a complex question. Actually, 
there is very little information available concerning 
the histological effects of protracted organomercu- 
rial therapy on essentially normal kidneys; in one re- 
ported study (Forney and Harger: Fed. Proc. 
8:292, 1949) it was mentioned only in summary that 
in the kidneys of a small group of patients so treated 
there was evidence in a few that slight damage 
of the type ascribed to mercury toxicity was present. 
Actually, the consensus definitely would seem to be 
that renal damage from such therapy is minimal 
enough to be negligible. Further, it would appear 
that as long as the urine output is adequate and the 
concentrating power of the kidneys satisfactory 
(maximum specific gravity of 1.015 or better, as 
a kind of arbitrary dividing line), the danger of 
damage to extrarenal tissues is minimal. Recent 
studies (Aikawa and Fitz: J. Clin. Invest. 35:775, 
1956), in which radiomercury-labeled mercapto- 
merin sodium was administered, indicate that the 
highest concentrations of mercury are found in the 
healthiest kidneys, the lowest in those with the most 
severely diseased parenchyma. Thus, the conclusion 
would seem warranted that, although the chances 
of augmenting the destruction of already chroni- 
cally damaged kidneys by the prolonged adminis- 
tration of mercurial diuretics are slight, the possi- 
bility of producing higher mercury blood levels 
because of impaired renal excretion of the ion, 
with the resultant threat of systematic toxicity, 
would contraindicate the unrestricted use of these 
agents in patients with chronic renal disease. It 
might be pertinent to mention here that the site 
of action of the mercurial diuretics, from data 
gleaned from histochemical and radioisotope in- 
vestigations, is predominantly the distal tubule; 
the mechanism of action is the depression of the 
activity of the enzyme, succinic dehydrogenase, 
which appears to be involved in the chain of re- 
actions that liberates the energy required to allow 
the reabsorption of water against an osmotic gradi- 
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ent. This is mentioned principally to indicate that 
the drugs in question act by producing a reversible 
biochemical lesion, not an irreversible anatomic 
one. Parenthetically, however, it certainly would 
seem mandatory to withhold organomercurials in 
the management of patients with acute nephropa- 
thies (acute glomerulonephritis, acute tubular ne- 
crosis, etc.). Butt and Simonsen (Am. J. Clin. Path. 
20:716, 1950) have reported the occurrence of 
thrombocytopenic purpura in three cardiac subjects 
receiving repeated injections of organomercurials; 
there was no correlation, however, between the 
presence of the blood dyscrasia and the concentra- 
tions of mercury found in the tissues. The signifi- 
cance of this observation is very unclear, since so 
many other variables, hypersensitivity, for example, 
could have been involved. 

Probably as important as any tissues to be con- 
sidered in the matter of deleterious effects from 
vigorous mercurial diuretic therapy are the intra- 
cellular and extracellular fluids, whose electrolytes 
may be forced into traumatic, even lethal, disloca- 
tions, as in hyponatremia, hypochloremic alkalosis, 
and hypokalemia. Particularly in patients whose 
sodium and chloride intakes are being restricted 
rigidly, or whose sweating induces sizable losses 
of these electrolytes, must some of these untoward 
effects be assiduously guarded against. 


ACUTE AND CHRONIC 
GLOMERULONEPHRITIS 


To THE Eprror:—When does one say that a case of 
acute glomerulonephritis has become chronic? 
Would the case of a patient who contracted the 
acute condition four months ago but who still 
shows 8 to 10 red blood cells in his urine be called 
a chronic case? The sedimentation rate and all 
other kidney function tests are essentially normal. 
The blood urea nitrogen level is normal. Would 
anything be gained by keeping this patient in bed 
in the future? 

Glenn T. Howard, M.D., Alice, Texas. 


ANSWER.—This patient with acute glomerulone- 
phritis and residual microscopic hematuria of four 
months’ duration still has a good chance of complete 
recovery. Hematuria may persist for 12 to 16 months, 
and ultimate recovery occur. Addis stated in 1931 
that a few patients recovered after the disease had 
persisted for 5 years; in 1948, he lengthened this pos- 
sible period to 10 years (Addis: Glomerular Nephri- 
tis: Diagnosis and Treatment, New York, the Mac- 
millan Company, 1948). The fact that this patient 
is in good clinical condition, that hypertension is 
absent, and that renal function is essentially normal 
are favorable signs. Hematuria often persists whether 
the patient is in bed or ambulatory. A gradual re- 
sumption of usual activity, but banning of excessive 
exercise, has proved a good rule. 
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The question of which type of glomerulonephritis 
applies to a given case has offered difficulties since 
Bright’s discovery of the disease in 1827. The clini- 
cal course of the individual case varies, but when it 
becomes chronic, there is usually little difficulty in 
diagnosis. The term “subacute glomerulonephritis” 
is not clean-cut and is infrequently used by the clin- 
ician or pathologist. The present technique of renal 
biopsy offers aid in making a more accurate diagno- 
sis of the renal lesion at a given stage of the disease. 


TORSION OF TESTIS 

To THE Eprror:—A 2-month-old infant had torsion 
of the spermatic cord, which was operated on 
after 30 hours, and because of a failure of circula- 
tion orchiectomy was performed. Torsion oc- 
curred in a descended testis. The opposite testis 
is also descended and palpably normal. Should 
orchiopexy be done on the opposite side and, if 
so, at what age? 


Richard L. Westerman, M.D., Gunnison, Colo. 


ANSWER.—This case of torsion of the testis is inter- 
esting and unusual. Although torsion of the testis is 
a rare condition and bilateral torsion unusual, one 
learns from the literature that, if torsion has oc- 
curred on one side, it is fairly apt to occur on the 
other side. A report by Ormond (J A. M. A. 111:1910- 
1914 [Nov. 19] 1938) calls attention to 350 cases of 
torsion of the testis, of which 24 were bilateral. This 
fairly high percentage suggests strongly that the 
normal testis in this child should be fixed in the 
scrotum in the near future. 

A small incision on the scrotum can be made, the 
testis exposed, and the tunica vaginalis of the testis 
opened. Turning the tunica vaginalis inside out 
will result in fixation of the testis in the scrotum 
and eliminate the danger of later torsion. As a mat- 
ter of fact, merely opening the tunica vaginalis and 
fixing the testis to the inside of the tunica should 
be sufficient to hold the testis in position. 


TREATMENT OF TUBERCULOUS 
SPONDYLITIS 


To THE Eprror:—What is the preferred method of 
management of tuberculous spondylitis in a 10- 
year-old child, with involvement of T-11 and T-12 
and pronounced wedging of T-12? The patient has 
some evidence of active minimal pulmonary tu- 
berculosis. Is there any indication for attempted 
aspiration of the abscess for bacteriological con- 
firmation of the diagnosis? What should be the 


duration of therapy? M.D., New Mexico. 


ANSWER.—The treatment of tuberculous spondyli- 
tis has improved remarkably in the last few years, 
particularly with the advent of isoniazid and amino- 
salicylic acid. It is noted in the query that active 
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minimal pulmonary tuberculosis is present. Such a 
patient probably is treated best in a sanatorium or 
other hospital equipped to take care of the tuber- 
culous patient. There isoniazid and aminosalicylic 
acid can be administered according to the weight 
of the child and other considerations. 

Certainly if the disease process in the spinal 
column can be arrested and the disease area ulti- 
mately becomes solidly fused, this is the ideal end- 
result for tuberculous spondylitis. This consultant 
would not attempt aspiration of the abscess in the 
region of the 11th and 12th thoracic vertebrae for 
diagnostic purposes, as this procedure is a little dan- 
gerous at this level. The most recent treatment of 
conditions of this kind is an open operation with a 
lateral approach to the involved bodies of the 
vertebrae, with débridement and bone grafting be- 
ing taken care of at the same time. The bodies of 
the vertebrae can be fused to arrest the disease and 
give stability to the spinal column. Formerly, pos- 
terior bone grafts were used, but these have not 
proved as satisfactory as drainage of the abscess, 
débridement of devitalized tissue, and an anterior 
bone graft. Certainly this approach will give mate- 
rial which can be studied bacteriologically for con- 
firmation of the diagnosis. The time when treatment 
can be discontinued is based entirely on the clinical 
progress of each individual case. 


TOXICITY OF ELECTRIC MOTOR 

CLEANERS 

To THE Epitor:—A 54-year-old man gives a history 
of having used an electric motor cleaner in a 
confined space. The fumes from this solution 
often have made him dizzy. Since the last use in 
November, 1956, he has complained of pains 
across the front of his chest. He has been studied 
at a hospital without any definite reason for these 
pains having been found. Is he correct in the 
opinion that the pains are the result of using the 
cleaning fluid? 

Joseph B. Logue, M.D., Brooklyn, N.Y. 


ANSWER.—In this operation the cleaning agent 
commonly used is some one, or mixture, of chlori- 
nated hydrocarbons of low flammability, such as 
carbon tetrachloride, trichloroethylene, dichloro- 
ethylene, or, less likely, methylchloroform. Any or 
all of these agents readily produce dizziness, fre- 
quently accompanied by nausea and vomiting. As 
to trichloroethylene, von Oettingen in “Halogenated 
Hydrocarbons” (Washington, D. C., U. S. Depart- 
ment of Health, Education, and Welfare, 1955) 
says: “The effect of exposure to trichloroethylene 
on the circulatory apparatus may be a feeling of 
oppression in the chest, substernal pain, palpita- 
tion, and angina pectoris-like pain. The patient may 
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suffer from bradycardia and the blood pressure 
may be reduced.” The statement relates to the 
acute action of that chemical, since current opinion 
is that trichloroethylene is not cumulative in the 
body and that its damage, apart from high severity 
or fatality from acute injury, is fully reversible. 
The literature on trichloroethylene is conflicting 
and confusing. Partly this is due to impure products 
in fairly recent decades and to added inhibitors 
or neutralizers, some of which have proved more 
injurious than the parent substance. Functional dis- 
orders from the chlorinated hydrocarbons are com- 
monplace, and this present instance could con- 
stitute one. 


ALLERGY TO PRINTER’S INK 

To THE Eprror:—Is there any means of alleviation, 
outside of avoidance and use of antihistamines, 
for allergy manifesting itself whenever printed 
matter is picked up and read for a few minutes? 
The symptoms are nasal, and polyps have recently 
been removed. If printer's ink is the allergen in- 
volved, is there any related compound of a color- 
less character that could be used for desensitiza- 
tion? W. H. Elmer, M.D., Rockford, Ill. 


AnsweEr.—From the brief history given, printer's 
ink may well be the cause of the nasal allergy de- 
scribed. If so, this is merely the beginning of an 
investigation for a variety of possible causes of 
the allergic symptoms. Printer’s ink (black) is not a 
single entity; according to the “Encyclopedia Bri- 
tanica” (12:360, 1952), its composition may be 
quite variable. The vehicle for the pigment may be 
linseed oil, tung oil, dehydrated castor oil, mineral 
oil, or synthetics of the alkyd type. The oil may or 
may not be cooked into a varnish with synthetic 
resins. To dry the pigment, the ink, depending on 
its composition, is heated either by steam or directly 
on the printing press. 

The complexity of the problem and the likelihood 
that the patient is sensitive to a synthetic resin 
would make immunization either difficult or impos- 
sible. This consultant has met such a problem by 
advising the patient to heat the printed matter 
thoroughly in the kitchen oven so as to dry the ink 
before handling the printed matter, usually a news- 
paper. It might be advisable to coat the hands with 
hydrous wool fat (lanolin) or petrolatum and to 
wear cotton gloves over this for necessary reading 
on the assumption that part of the allergen is trans- 
mitted through the hands. Washing the hands thor- 
oughly after handling printed matter will eliminate 
some of the dose. Much of the difficulty, however, 
is probably caused by inhaled allergen. If thorough 
drying by preheating does not solve the difficulty, 
antihistamines probably will have to be relied on 
for symptomatic relief. 
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TREATMENT OF CREEPING ERUPTION 


To THE Eprror:—Please advise whether there is 
any treatment of creeping eruption other than 
spraying the lesions with ethyl chloride? 

Morgan W. Brown, M.D., Auburn, Ala. 


ANSWER.—When only a few lesions of creeping 
eruption (larva migrans) are present, the most 
effective treatment is freezing of the larvae with 
ethyl chloride or Freon spray. The spray should be 
applied to an area, about 2.5 cm. in diameter, 
around the advancing end of the burrow until it 
is frozen hard to the touch (30 to 60 seconds). 

When there are many lesions, systemic therapy 
is justified, although no method is uniformly suc- 
cessful. One of the most recently suggested is the 
oral use of chloroquine. In adults this is given in 
a dose of 0.25 Gm. two or three times daily for 7 
to 14 days; in children proportionately smaller 
doses should be used. Another method is the oral 
use of Hetrazan in a dose of 2 mg. per kilogram 
three times daily for seven days. Stibanose in doses 
of 4 cc. administered intramuscularly daily for four 
to eight days has also been used. If there is sec- 
ondary infection, this should be controlled with 
wet dressings and topical antiseptics before freez- 
ing is attempted. If there is marked edema, a short 
course of corticotropin (ACTH) or prednisone 
will reduce it, thus facilitating identification and 
freezing of the advancing end of the burrow. 


USE OF SEA SALT 

To THE Eprror:—As a substitute for fluoridating 
the water supply, it has been suggested that, 
inasmuch as salt obtained by evaporating sea 
water contains appreciable content of fluoride, it 
might be possible to achieve satisfactory results 
by substituting sea salt for table salt. However, 
sea salt contains trace elements, some of which 
might conceivably be toxic. Please give an 
opinion as to the possible effectiveness of sea 
salt as a source of fluoride, as well as an opinion 
about the possible toxicity. 

George R. Fisher, M.D., Haddonfield, N. J. 


ANSWER.—The average composition of sea water 
includes 37 ppm fluorine, and the listed analysis 
of one commercial preparation of sea salt is 33 
ppm fluorine. If one assumes an intake of 10 Gm. 
of table salt, an equivalent amount of sea salt 
would supply 0.33 mg. of fluorine. This might be 
compared with 1 mg. of fluorine supplied in 1 qt. 
of water fluoridated to 1 ppm. 

Sea salt is used by a large majority of the 
population of the world. Although a specific toxic- 
ity test has not been conducted, the data obtained 
from comparing nutritional effects of feeding high 
levels of sea salt, versus purified sodium chloride, 
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to rats indicate that sea salt is less toxic than puri- 
fied sodium chloride or the usual table salt. In fact, 
in conditions where the diet is limited in the 
B complex vitamins, specifically thiamine and ribo- 
flavin, there appears to be a beneficial effect from 
feeding sea salt, although one is unable to explain 
this protective action. 


GLOMERULONEPHRITIS 

To THE Eprror:—One year ago a 9-year-old girl 
had acute hemorrhagic glomerulonephritis, with 
a urinalysis showing 4+ albumin, packed red 
blood cells, and moderate anasarca. Her course 
was usual under antibiotic therapy and bed rest 
for two months, with gradual ambulation after 
her hematocrit was under 10%, Subsequently she 
has been on maintenance therapy with Bicillin, 
1.2 million units being injected monthly, and has 
usually had from 1 to 15 red blood cells per high- 
power field, with no albumin. On recheck recently, 
22 to 24 red blood cells per high-power field were 
found in her urine. The specific gravity was 1.024, 
and no albumin was present. Is it considered to 
be within the limits of a normal convalescence 
for a patient to continue to have red blood cells 
in the urine, and, if so, for how long? Is the ab- 
sence of albumin and casts a sufficient guarantee 
that a serious underlying condition is not present, 
or should smear and culture, tuberculosis exam- 
ination, pyelograms, etc., be used to rule out 
other possibilities? 


Edwin L. Stickney, M.D., Broadus, Mont. 


ANsweER.—Ordinarily a patient with acute hemor- 
rhagic glomerulonephritis, who received the treat- 
ment described, should make a complete recovery. 
However, if the glomerulonephritis was initiated by 
a streptococcic infection, it would not be unusual to 
find microscopic blood in the urine during conva- 
lescence. But in view of the elapsed time since 
onset of the acute illness, it would seem advisable 
to exhaust all facilities for ruling out other possi- 
bilities which might account for red blood cells in 
the urine. 


TOXICITY OF MERCURY 

To THE Eprtor:—Is there any relation between the 
use of the seed disinfectant, Ceresan M, and 
peptic ulcer? What are the general hazards in 
the use of this mercury compound? 


John P. White, M.D., Parsons, Kan. 


ANSWER.—The general hazards in the use of 
Ceresan M, which contains 7.7% by weight of ethyl 
mercury p-toluene sulfonanilide, are described on 
the label placed on the packages of this product. 
This reads: “Danger! Poisonous by Inhalation or 
Swallowing. May Cause Skin Irritation or Delayed 
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Chemical Burns.” This label carries the warning 
not to get the material in the eyes and on skin or 
clothing, not to breathe the vapor or the dust, and 
not to wear contaminated clothing. It also carries 
the skull and cross bones, the word “poison,” and 
suggested antidote. 

The toxicity of this compound is due to its con- 
tent of mercury. Quantitatively, it is practically 
the same as the toxicity of mercuric chloride. Mer- 
cury compounds, in general, have never been 
associated with the development of a peptic ulcer. 
In adequate quantity they may cause gingivitis, 
salivation, irritation of the kidney, and colitis. In 
a case in which the sole clinical finding is a peptic 
ulcer and there have been none of the usual symp- 
toms of mercury poisoning, it is doubtful indeed 
that the mercury compound had produced the ulcer. 


EFFECT OF NIACIN ON THE KIDNEY 

To THE Eprror:—Does Niacin have the same, or 
any vasodilating, effect on the kidneys similar to 
its effect on the skin? Would the combination of 
Niacin (40 mg.) and ascorbic acid (60 mg.) have 
a diuretic effect? M.D., West Virginia. 


ANSWER.—There is general agreement that Niacin 
causes vasodilatation of the peripheral vessels in 
the skin, but these sources are uniformly silent on 
the question of its effect on the kidney. There is 
agreement that the product is excreted by the kid- 
ney and is found in the urine. In the absence of a 
positive statement, it would appear that Niacin 
does not have any vasodilating effect on the kidney. 

No information would indicate that a combina- 
tion of Niacin (40 mg.) and ascorbic acid (60 mg. ) 
would have a diuretic effect. It is generally recog- 
nized that both of these substances are excreted 
in the urine when administered in doses much larger 
than that suggested in the query. These substances 
would be retained in the tissues in a true deficiency 
state, and once the depletion has been satisfied, 
they would be spilled over into the urine. This does 
not necessarily indicate that the administration of 
such a combination would produce a diuretic action. 


ICED DRINKS POSTOPERATIVELY 


To tHE Eprror:—What is the influence of iced 
drinks on the patient’s immediate postoperative 
course after abdominal surgery? 


A. H. Weiss, M.D., Mattoon, Ill. 


ANSWER.—From the point of view of a gastro- 
intestinal physiologist, it is hard to see why drinks 
of any kind could disturb a patient after abdominal 
surgery. It is hard to say why icing the drinks 
should do harm. Cold might be a stimulant to peri- 
stalsis, but, if the fluid stays for a few minutes in 
the stomach, it will be warmed up. 
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TREATMENT OF INFECTION DUE TO 
PSEUDOMONAS AERUGINOSA 


To THE Eprtor:—Please advise the best antibiotic 
to use in infection of the conjunctiva due to 
Pseudomonas aeruginosa. 


W. O. Bailey, M.D., Leesburg, Va. 


Answer.—Polymyxin B sulfate is still the drug of 
choice in infection due to Pseudomonas aeruginosa. 
However, some strains are sensitive to chloramphen- 
icol (Chloromycetin) or streptomycin, and culture 
and sensitivity studies are recommended. Due to 
the relatively high incidence of nephrotoxic reac- 
tions on systemic administration of Polymyxin B 
and to pain at the site of intramuscular injection, 
treatment by topical application should be fully 
evaluated first. Either the ophthalmic solution or 
the ointment form of the medicament may be used, 
either alone or combined with a broad-spectrum 
antibiotic. 


EYE EFFECTS OF SACCHARIN 


To THE Eprtror:—Has any work, study, or investiga- 
tion been done which would indicate saccharin 
to be injurious to the eye? M.D., Alabama. 


ANSWER.—Saccharin has been in use for about 
100 years as a substitute for sugar, and clinicians, 
including those who treat diabetes, agree that there 
are no untoward effects on the eye or other organs. 
The saccharin molecule is relatively stable, and, 
when taken orally, it is excreted for the most part 
unchanged. It is, therefore, unlikely to undergo 
decomposition in the eye. If it should get in the eye 
by accident, the damage will depend on the con- 
centration, as in solution it is fairly acid, having a 
K,=2.510.2. The sodium salt which is widely 
used is more soluble, and the solution is more near- 
ly neutral; little damage would result if the eye 
were quickly treated with copious lavage with 
water. 


TASTE PERVERSION 


To tHE Eprror:—What would cause a woman, 68 
years old, to complain that all foods now taste 
rotten (like manure) to her? 


David Ginsburg, M.D., Springfield, Mass. 


ANSWER.—Perversion of taste (parageusia) may 
occur in hysterical patients and in patients with 
dementia paralytica and with tabes, while halluci- 
nations of taste may develop in temporal lobe dis- 
eases. However, it may also accompany diseases of 
the tongue, pharynx, paranasal sinuses, and the 
stomach. In the case of the subject of the query, a 
psychiatric and neurological investigation is ad- 
visable. 









